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HEALTH AND WELFARE ISSUES IN COMMUNITY 


PLANNING FOR THE PROBLEM OF 


INDIGENT DISABILITY 


F.A.P.H.A.; and Bradley Buell, F.A.P.H.A. 


INTRODUCTION 


Wasuincton County project, 
findings from which are here re- 
ported, was a practical attempt to attack 
an important segment of the chronic ill- 
ness and disability problem in a not 
untypical American community. 

The general objectives and methods 
with which it was initiated were a direct 
outgrowth of community planning re- 
search, begun by Community Research 
Associates, Inc., in 1947. In that year, 
with financial support from The Grant 
Foundation, Community Research As- 
sociates undertook a comprehensive 
synthesis of materials from the health, 
welfare, and recreation fields, relevant 
to over-all community planning. In ad- 
dition, an extensive community analysis 
was conducted in cooperation with the 
Greater St. Paul Community Chest and 
Council; this produced new statistical 
data regarding all cases under care dur- 
ing the month of November, 1948, by 
the 108 agencies serving that community. 

The results of this work were pub- 
lished in 1952.1. Among many findings 
were two fundamental conclusions: 

First, with the exception of certain 
public health programs, community serv- 
ices were not organized to control or 
prevent the basic community problems 
with which they were dealing. Rather, 
they were oriented principally to the 
provision of “needed service.” Such a 


C. Howe Eller, M.D., Dr.P.H., F.A.P.H.A.; Gordon H. Hatcher, M.D., D.P.H., 


focus, while a laudable one, did not lead 


toward the eventual solution of commu- 
nity problems; and in addition, there 
were separate and often differing inter- 
pretations of the “need for service” 
among agencies and administrators. 
Second, community problems, and 
therefore the services relating to them, 
were highly concentrated and overlap- 
ping in quite a small group of “multi- 
problem” families. In St. Paul this 
group, which amounted to only 6 per 
cent of all families in the community, 
received by far the largest portion of 
services provided by all major agencies. 
Against the background of these 
findings, The Grant Foundation, later 
joined by the Louis W. and Maud Hill 
Family Foundation of St. Paul and the 
Rosenberg Foundation of San Francisco, 
provided funds to conduct a series of 
experimental projects. These were to 
be designed to study further the princi- 
pal disorders to which communities now 
direct their services, to test concepts con- 


Dr. Eller is professor and chairman of the 
Department of Community Health at the 
School of Medicine, University of Louisville, 
Louisville, Ky., and special consultant to Com- 
munity Research Associates on Public Health 
and Medical Care, with supervisory responsi- 
bility for this project. Dr. Hatcher was the 
project’s resident director. Mr. Buell is execu- 
tive director of Community Research Associ- 
ates, Inc. Other members of the project staff 
were Sarah Malone, Ned Rand, Fanny Weiss- 
man, Julia Peterson, casework consultants; 
Helen Steck, R.N., public health nursing con- 
sultant; Howard Dean, vocational consultant; 
Roger Robertson, research analyst. 


cerning them, and to develop and experi- 
ment with policies and procedures which 
might lead to better integrated planning 
for control and prevention. 

As part of this over-all plan, three 
projects were developed, each in a dif- 
ferent community and each focused on 
one of three major problems. In addi- 
tion, a fourth project was designed to 
produce data for a basic treatise on 
family diagnosis and treatment of psy- 
chosocial disorders. 

By 1954 the three local studies were 
under way. In Winona County, Minn., 
the project was focused on the problem 
of dependency. (In 1956 this was ex- 
panded to cover three counties, under 
joint sponsorship with the State Depart- 
ment of Public Welfare.*) In San Mateo 
County, Calif., the focus of the project 
was on the problem of disordered be- 
havior.’ The Washington County (Hag- 
erstown), Md., project was primarily 
concerned with indigent disability. In 
each county some data were obtained 
about the problems upon which the other 
two projects were centered, to enable 
analysis of overlap and possible inter- 
relationships. 

Each of the three projects was organ- 
ized with the joint sponsorship of key 
community groups and agencies, includ- 
ing a citizen board which served in an 
advisory capacity to the project. Each 
project plan was based on a survey * 
of the county’s problems and services. 

The operational phase of the Wash- 
ington County project began January 
1, 1955, and closed December 31, 1957. 
Its main concern and objectives grew 
out of the fact that chronic illness and 
disability have increased to the point 
where collectively they represent today’s 
most significant public health problem; 
accompanying social problems are of 
equal importance. Ultimate prevention 
or control will require more extensive 
knowledge of the diseases involved. To 
this end, large amounts of money now 


are being channeled into research deal- 
ing with the causation of these diseases 
and better methods of early diagnosis 
and treatment. 

Recognizing that research cannot 
always provide the needed answers 
quickly, the designers of the project took 
into account the fact that there might 
also be opportunities for the better ap- 
plication of existing knowledge. Many 
separate health agencies, community 
medical care programs, and social agen- 
cies already are, of course, attempting 
to make these applications in the field 
of chronic illness. However, in terms 
of broad community planning, such 
efforts have so far been scattered, seg- 
mented, and not too effective. Tradi- 
tional public health methods are not 
usually applicable; social agencies are 
not well equipped to deal with mounting 
medical problems; and organized medi- 
cal care services, even where available, 
do not ordinarily provide necessary com- 
prehensive services. Finally, and more 
important, perhaps, adequate patterns of 
cooperative effort by agencies most con- 
cerned have not been established. 

The project approached the problem 
from both a medical and social point of 
view, involving the various disciplines 
concerned. Its focus was on families 
where disabling illness and conditions, 
coupled with economic indigency, make 
their condition a community responsi- 
bility. 

Never easy, interdisciplinary coordi- 
nation is especially difficult when at- 
tempted through agencies already heav- 
ily burdened with routine duties and in 
relation to families with many kinds of 
problems. Nevertheless, this joint work 
made it possible to learn much about 
the community’s composite problem of 
disability and indigency; to develop 
methodology of value to both health and 
social agencies; and to reveal potentiali- 
ties for rehabilitation in a worth-while 
proportion of families. 
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SECTION I: OBJECTIVES, CONCEPTS, PRINCIPAL METHODS 


Objectives 


It is part of Community Research As- 
sociates’ philosophy that where physical, 
mental, or social problems are jointly 
present, they are so interrelated that they 
can best be solved on a family basis. It 
naturally follows that an over-all family 
diagnosis must be made, encompassing 
all problems confronting the individual 
members, as well as the family as a 
whole. To achieve such a family diag- 
nosis there must be coordinated study 
by professional workers with knowledge 
of the various types of problems that 
may be present. 

The principal objectives of the Wash- 
ington County project incorporate this 
view and may be stated briefly as fol- 
lows: 

1. To define and identify the problem of 
indigent disability as it existed in the county. 

2. To apply the concept of family approach 
in studying the community characteristics of 
the problem and in analyzing data obtained 
from diagnostic and treatment processes. 

3. To integrate services provided through 
existing agency channels. 

4. To develop and test new methods and 
technics needed to achieve these objectives. 

5. To evaluate the results. 


Concepts and Definitions 


Since this was a cooperative study in- 
volving the fields of medicine and social 
welfare, the usage of some terms may 
require clarification or definition. For 
example, “diagnosis” and “treatment” 
are used not only in the medical sense 
in relation to specific diseases, but also 
in connection with the diagnosis of vari- 
ous social problems that may exist in a 
family; treatment may refer to the efforts 
made to solve or decrease such problems. 
“Rehabilitation” also is used in a broad 
sense and refers to return to the best 


possible level of functioning. Thus a 
family that becomes self-supporting after 
having been “on relief’ would be con- 
sidered to be “rehabilitated.” 

The three terms used to describe the 
major community problems on which 
the three projects of Community Re- 
search Associates focused were all pre- 
cisely defined, not only in order to 
secure comparable statistical data, but 
also to clarify thinking about program 
objectives’ and the evaluation of results. 
The ere may be stated as follows: 

D financial payment to, or on 
behalf = a family for food, clothing, shelter, 
and other necessary maintenance, as deter- 
mined by welfare eligibility standards. 

Disordered Behavior—the occurrence of be- 
havior or mental disorders in adults, juveniles, 
or families which requires official, judicial, or 
administrative action. 

Indigent Disability—the necessity for finan- 
cial assistance, medical care, or health services 
from community subsidized sources in a family 
in which at least one member suffers a physi- 
cal illness or handicap of three months’ or 
more duration, this condition having been 
severe enough to result in limitation of ability 
to engage in usual activity. 


It can be seen that the two components 
of the condition to be studied, i.e., 
indigency and disability, can be defined 
and described separately as well as 
jointly. Each can also be related to 
the total community, with varying de- 
grees of completeness and precision. 

Indigency, as defined in the first part 
of this combined definition, included de- 
pendent families, as defined above, who 
in Washington County are automatically 
eligible for medical care; and medically 
indigent families, i.e., either those not 
requiring support for food, clothing, or 
shelter but eligible for medical care 
under the Maryland Medical Care Pro- 
gram, or those not eligible for this medi- 
cal care but receiving other subsidized 


health services from community agencies 
such as the Health Department. 

These two broad elements were com- 
bined as a single problem to be described 
and studied, first because, as a composite 
problem, it is of urgent importance to 
the community. Previous studies had 
demonstrated this and the present study 
yielded supporting evidence. Further, 
an ‘important hypothesis of the study is 
that the best chance of achieving worth- 
while prevention and control will come 
through concerted attack by all disci- 
plines which ordinarily would be sepa- 
rately concerned with the two problem 
elements, e.g., medicine and public 
health in the case of disability and social 
casework in the case of indigency. To 
provide a basis and framework for an 
integrated approach at the level where 
the problem elements join within the 
family, the problem of indigent disabil- 
ity is best defined and described as an 
entity. 


Principal Methods 


A fuller description of methodology is 
presented in the appendix to this report. 
For the purpose of understanding the 
sources of data to be presented, however, 
it should be explained that the project 
employed two principal operational 
approaches: 


1. A Family Unit Reporting System 


All community agencies that had re- 
sponsibilities for either indigent families 
or medical services to disabled persons 
in or from Washington County, includ- 
ing state agencies and institutions and 
local public and private agencies, re- 
ported basic information about them on 
special forms. 

This Family Unit Reporting System, 
originally used in the St. Paul study, had 
been found to be satisfactory, although 
certain detailed changes were made in 
the card to suit the special purposes of 
this project. The cards, which were 


returned to the project office, called for 
information on all services to the family 
as a whole, as well as those rendered to 
individual members. 

While the Washington County project 
focused primarily on indigent disability, 
information was also obtained about the 
problems of dependency and disordered 
behavior, in order to study their possible 
interrelationships. Most agencies were 
very cooperative in maintaining com- 
plete and prompt reporting through these 
procedures, 

Family Unit Reporting System data 
were first obtained in Washington 
County during the month of January, 
1954, prior to the activation of the 
project. Subsequently, regular monthly 
reports of service to indigent disabled 
families and financial assistance to all 
dependent families were made April 1, 
1955, to March 31, 1957. Reporting 
of disordered behavior covered the 
period January 1, 1955, to December 
31, 1956, and two special series of re- 
ports of all services to dependent families 
were obtained from all agencies con- 


cerned in April, 1955, and April, 1956. 


2. Selected Diagnostic Work-Up and 
Treatment Plan 


For approximately 400 families the 
project staff, with the help and coopera- 
tion of the agencies, did a medical 
work-up of disabled persons and made 
a psychosocial study of the family. 

The staff consisted of a director—a 
physician trained in public health, a re- 
search analyst, two to four qualified 
caseworkers, a physiotherapist for a 
period of time, a public health nurse 
trained in mental health, a vocational 
counselor, and necessary clerical per- 
sonnel. 

It should be made clear that while a 
project aim was to devise new methods 
for better use of existing services, there 
was no intention to set up a new service 
or rehabilitation unit. Information 
needed for diagnostic purposes was 
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obtained in the first instance from 
agency and other professional records 
and from talking with workers familiar 
with the families. Additional needed 
information was obtained on request by 
agency workers. 

An over-all family diagnosis and treat- 
ment plan, developed by the project staff, 
was transmitted and interpreted to the 
agency primarily responsible for the 
family for implementation. These agen- 
cies carried responsibility for providing 
service or treatment. The only new serv- 
ice provided was a medical diagnostic 
clinic, developed in cooperation with 
the Washington County Health Depart- 
ment, and manned by qualified special- 
ists in internal medicine. 


The Family Role in Sociomedical 
Diagnosis and Treatment 


Since a major objective of the project 
was to experiment with the development 
of systematic procedures for bringing 
together both social and medical data 


in a family diagnosis and treatment plan 


some amplification of this aspect may be 
necessary. The assumption that the 
family has a role in the social and medi- 
cal treatment of chronic illness and dis- 
ability is not new, but it seldom is sys- 
tematically applied. 

More precisely, this premise refers to 
the capacity of the adult family heads 
or persons substituting for them to per- 
form the three following functions, be- 
lieved to constitute important factors in 
the sociomedical diagnosis and treatment 
of indigent disability: 

1. Income production and management ade- 
quate to meet minimum social standards. (By 
definition, all indigent disability families, in 
varying degrees, were failing in this function.) 

2. Health care and maintenance, a function 
covering a wide range of needs in indigent 
disability families, e.g., initiative in securing 
and using medical service, physical assistance 
to the disabled persons in daily living, supervi- 
sion of mentally incompetent, and so on. 

3. Psychic and emotional support in both 
intrafamilial and external relationships. This 
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includes helpfulness to the disabled person 
himself and to other members of the family 
in handling anxieties and inner conflicts occa- 
sioned by the conditions; in keeping psycho- 
logical balance; and in encouraging mental 
stimulation, affection, and friendship. 


In analyzing family capacities to per- 
form these functions precise identifica- 
tion of “key persons” who logically 
should, or actually were discharging 
them, was conceived to be important. 
The concept of the family as a group 
with certain persons occupying key lead- 
ership roles in relation to particular 
problems or situations again is not new; 
it is, however, frequently overlooked in 
social diagnostic practice. f 

In carrying out diagnostic analyses of 
family success or failure in performing 
these functions the project staff was con- 
fronted with two difficulties. First, 
neither procedural nor classificational 
tools were available for diagnostic use. 
Second, two-thirds of the indigent dis- 
ability families, as will be shown, were 
not “normal” families, i.e., families with 
two adult partners and children under 
18 living together in the home. Rather, 


- they were older couples living together 


without children, other adult groups, or 
single persons living alone. 

Further research is needed to throw 
clearer light upon the family’s role in 
the sociomedical treatment of indigent 
disability. In the course of this project 
three new steps in this direction were 
taken: a family classification schedule, 
described in the appendix to this report, . 
was developed for use in psychosocial 
family diagnosis and formulation of 
treatment; a tentative classification of 
pathological types of families was de- 
veloped and the concept of “substitute 


’ families” was created and tested. 


Classification of Family Types 


In connection with the contemporary 
Community Research Associates project, 
referred to earlier, materials were accu- 
mulated for a comprehensive treatise on 


family diagnosis and treatment of psy- 
chosocial disorders, to be published in 
1959. Part of its thesis is drawn from 
detailed schedules providing data on ap- 
proximately 900 families treated by 
seven private family service agencies be- 
tween 1954 and 1956. 

From analysis of these data emerged 
the preliminary identification of four 
family types believed to reflect distinctive 
symptomatic syndromes of pathological 
family behavior and to represent levels 
of increasing severity. These classifica- 
tions were defined with sufficient clarity 
for use during the latter stages of the 
Washington County project. The fami- 
lies on which these classifications were 
developed were mainly young to middle 
aged families with children and, thus, 
particular importance is attached to 
“marital” and “child-rearing functions.” 
Although a minority of families with the 
problem of indigent disability fall in this 
age and structural group, use of this 
classification does throw new light on 
the diagnostic characteristics and treat- 
ment needs of indigent disability 
families. 

Using Type I as a normally function- 
ing family, pathological Types II to V 
may be briefly characterized as follows: 

Type Il—the anxiety-ridden family, beset 
with emotional difficulties, but aware of them. 
They therefore tend to seek help from agencies 


and clinics. There is some interference with 
functioning within the family itself, especially 
in relation to child rearing, but these families 
are often economically self-sufficient and sel- 
dom indulge in illegal behavior. 

Type Il]—the socially ineffective or inade- 
quate family, lacking in capacity to provide 
income to meet personal desires and with a 
tendency to “live it up.” They try to solve 
problems by running from them or leaning on 
others. Excessive demands in personal rela- 
tionships often result in desertion, nonsupport, 
or neglect. They do not, however, engage in 
violent antisocial activity. 

Type IV—the parentally irresponsible 


family which tends to be resonably effective 


in matters of support, income management, 
and adult social behavior, but in which inner 
conflicts are likely to show up particularly in 
relation to child rearing, often leading to 
truancy, drop-outs, extreme aggression toward 
other children, sexually deviant behavior, and 
stealing. 

Type V—the socially hostile or maladaptive 
family with aggressive disregard for the social 
codes and requirements of the community. 
Adult behavior is characterized by exploitation 
of others, including the marital partner, and by 
major crimes. Stealing and sexual promiscuity 
are common among the children. Psychoses 
in parents or children are not uncommonly 
found in these families. 


Table 1 shows the breakdown of the 
394 project study families to be de- 
scribed later, by these five types, com- 
pared with a similar classification of the 
study families in the Minnesota and San 
Mateo projects. 

It is significant that nearly 60 per cent 


Table 1—Classification of Family Types in Washington County 2 mace 


and C) Compared with San Mateo County and Minnesota 


Projects 


Washington County 
Samples A, B, and C 


Minnesota 
Tricounty 


San Mateo 


Per cent 


100.0 
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County 

Family Classification No. Percent No. Percent Nn. 
Total families 394 100.0 231 100.0 251 | 
I-Normal 116 29.4 ese 10 4.0 
Il 119 30.2 6 2.6 43 17.1 
Ill 114 29.0 76 32.9 76 30.3 
IV 18 4.6 75 32.5 28 11.2 
Vv 10 2.5 67 29.0 53 21.1 
Unclassified 17 4.3 7 3.0 41 16.3 
6 


of Washington County’s indigent dis- 
abled families were classified either as 
normal (Class I) or nearly normal 
(Class IT) in their capacity for balanced, 
acceptable emotional and social be- 
havior. About one-third were in Class 
III, the generally inadequate, but not 
antisocial families. Only a relatively 
small group were in Classes IV and V, 
the most severe pathological types. 

The San Mateo project was focused 
on disordered behavior and it is there- 
fore not surprising that its families were 
highly concentrated in the most severe 
types, with practically none whose be- 
havior was normal or near normal. The 
bulk of the Minnesota families were de- 
pendent, but they included a consider- 
able number of nondependent child wel- 
fare service cases, and almost none fell 
into the aged disabled group. Here the 
proportion of normal or near normal 
behavior is much higher than those in 
the San Mateo disordered behavior 
families, but much less than those in 
Washington County’s indigent disabled 


families. 


Later in the report it will be shown 
that the different levels of pathological 
severity have implications relative to the 
amount and type of casework needed for 
the indigent disability families and their 
chances of achieving rehabilitation goals. - 
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Substitute Families 


Two-thirds of the disabled persons in 
indigent disability study families will be 
shown to have been 55 years of age and 
older; 41 per cent 70 or over. Nearly 
40 per cent were single persons 55 years 
of age and older. The project sought to 
discover whether these elderly persons 
were living within a relatively close 
circle of relatives, friends, or neighbors 
who discharged for them any or all of 
the three principal family functions af- 
fecting indigent disability—income pro- 
duction and management, health care 
and maintenance, psychic and emotional 
support. 

The close “natural” family was de- 
fined as consisting of a spouse and/or 
children. In these, of course, a hus- 
band, wife, and adult child may have 
certain legal responsibilities for each 
other in times of need. A “substitute 
family” was defined as consisting of 
more distant relatives or friends who 
performed for the indigent disabled 
family any of the functions referred to 


above. 


Almost two-thirds of the disabled per- 
sons 55 years of age and over were not 
living in natural family groups and 41 
per cent were living with substitute 
families. 


SECTION Ii: THE COMMUNITY 


Washington County consists of 462 
square miles of beautiful country lo- 
cated in the Blue Ridge section of west- 
ern Maryland. It was first settled by 
Jonathan Hager in 1739 and the county 
seat, Hagerstown, was named for him. 
Since that time much of historical im- 
portance has occurred in and near Wash- 
ington County, including several major 
battles of the Civil War. 

Nearly one-half of the county’s 85,000 
population lives in Hagerstown; most of 
the people are white and of American 
descent. The community has a balanced 
and self-sufficient economy and has 
shown a steady growth over the years. 
Many families have lived in Washington 
County for several generations, which 
partially explains its rather conservative 
nature. 


The average Washington County 


family was slightly larger than the 
United States average—3.43 family 
members as compared with 3.38 for the 


country as a whole. The county’s per 
capita income was a little below the 
United States average, but above the 
average for the State of Maryland. The 
fact that the population of Washington 
County had a higher proportion of per- 
sons 65 and over than does the United 
States bears a significant relationship 
to the problem to be studied—indigent 
disability. 

Maryland has had an outstanding rec- 
ord for the development of welfare, 
health, and medical care services; and 
Washington County has frequently been 
in the forefront in this regard. For 35 
years the county has been used as a 
study area, principally by the Public 
Health Service, for many important 
health surveys. This experience proved 
to be of real value to the project, not 
only because it was possible to correlate 


some of the data from other studies with 
project information, but because the 
people of the county understood the im- 
portance of research. 

Local responsibility for service to in- 
digent disabled families was centered 
primarily in three agencies: the Wash- 
ington County Welfare Department, the 
Washington County Health Department, 
and the Division of Vocational Reha- 
bilitation. Other local and state agen- 
cies providing varying amounts of serv- 
ice included the Juvenile Court, the 
Volunteers of America, Salvation Army, 
the School Board, Goodwill Industries, 
the Cancer Society, the National Foun- 
dation for Infantile Paralysis, the State 
Department of Health, the state mental 
institutions, the School for the Deaf, the 
School for the Blind, correctional in- 
stitutions, and the Washington County 
Hospital. 

The heavy concentration of service in 
the three principal agencies, together 
with the fairly large number of agencies 
which provide some service to a limited 
number of disabled indigent families, 
is shown in Table 2. 

The Washington County Health De- 
partment, which has had an outstanding 
reputation among Maryland local health 
departments for many years, was di- 
rected by a well qualified and experi- 
enced health officer. Housed in an un- 
usually fine health center, it provided 
most of the usual and some unusual pre- 
ventive and clinic services. A staff of 12 
public health nurses working under a 
qualified supervisor carried a heavy load 
in serving 85,000 people. 

As in other counties of Maryland, the 
Health Department administered the 
state medical care program for the in- 
digent. This included determining the 
financial eligibility of families applying 
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Table 2—Concentration of Service to Indigent Disabled Families 
in the April, 1956, Community Caseload 


Agencies Providing Service 
at Sometime During 
Life of the Project No. 


Total Families 


Per cent 


Medically 
Indigent Only 


Per cent 


Dependent 


No. Percent No. 


Total families served 1,104 100.0 


Washington County 
Welfare Board 


Washington County Health 
Department 


Division of Vocational 
Rehabilitation * 


Other agencies, by type 
of service 

Assistance 

Health 

School 

Institutions 
Mental 
Correctional 


55.7 


62.9 


13.3 


662 100.0 


615 92.9 


56.2 


6.8 


* Includes a few cases served by Goodwill Industries. 


for medical care from this source. De- 
pendent families were automatically 
eligible. The program consisted prin- 
cipally of home and office care by prac- 
ticing physicians and provision of nec- 
essary drugs and hospital care when 
needed, although special certification 
was required for the latter. The Health 
Department's function was to receive re- 
ports of service, keep necessary records, 
and certify bills for payment. Special- 
ists’ services were occasionally approved 
under special circumstances. 

The Maryland Medical Care Program 
was designed to provide complete ambu- 
latory medical care for the dependent 
and medically indigent. Those eligible 
could consult any qualified physician, 
but actually of the 69 physicians in 
Washington County 21 general practi- 
tioners were attending most of the 
indigent patients. Complete medical 
work-ups were rare since the payment 
provided was insufficient to cover such 
services. Public health nursing services 


were limited to the usual preventive serv- 
ices and families receiving medical care 
were not assigned for follow-up unless 
they fell into one of these service cate- 
gories. Bedside nursing care was very 
limited. Almost all medical care serv- 
ices, therefore, amounted to vendor pay- 
ments to physicians, pharmacists, and 
hospitals. Thus, while quantitatively 
good, medical care was not oriented 
toward rehabilitation, since there was no 
mechanism for planned continuity of 
diagnostic and follow-up service in rela- 
tion to family medical problems. 

The Washington County Welfare De- 
partment was directed by a well trained 
caseworker and consisted of a super- 
visor, 13 workers who were experienced 
but without graduate training in a school 
of social work, and a clerical staff. The 
department’s principal responsibility was 
administration of the categorical public 
assistance programs under the direction 
of, and according to the policies of, the 
Maryland State Welfare Department. 


442 100.0 
= = 2 
147 45 || 102 23.1 
52 4.7 52 7.9 an duane 

WwW 3.6 5 0.8 35 7.9 

ll 1.0 3 0.5 8 1.8 

5 0.5 3 0.5 2 0.5 

8 0.7 5 0.8 3 0.7 
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Casework services were minimal, due in 
part to heavy routine caseloads. Since 
the indigent medical care program in 
Maryland is administered and financed 
through the Health Department, the only 
Welfare Department responsibility in 
this area consisted of certifying eligi- 
bility for hospital care. Therefore, prior 
to the project, Welfare Department 
workers had had little direct contact 
with physicians or hospitals, although 
they were constantly faced with the need 
for medical services by their clients. 

The Hagerstown office of the Division 
of Vocational Rehabilitation served four 
counties in addition to Washington 
County. The sole qualified worker for 
this district was the counselor in charge 
of the office, except for an additional 
trained worker provided by Community 
Research Associates for the life of the 
project. Legal limitations restricted the 
caseload to persons with fairly definite 
vocational potentialities, but within these 
limits specific medical services, neces- 
sary to achievement of the vocational 
goal, were provided. 


Table 3—Number of 


Overlap of Agency Service 


Obviously there was a_ substantial 
overlap of agency service to families 
with multiple medical, economic, and 
social problems. Potentially both the 
Welfare Department and the Health De- 
partment had responsibilities to all de- 
pendent families, since these families 
were automatically eligible for medical 
care services. The Division of Voca- 
tional Rehabilitation served a smaller 
total load than the Health and Welfare 
Departments, but a high proportion of 
these families were also served by other 
agencies. Other agencies provided serv- 
ices related to their particular interests. 
Table 3 indicates the extent to which 
different agencies provided services to 
the indigent disabled families. 

Sixty per cent of all indigent disabled 
families received services from more 
than one agency; dependent families 
were served by more agencies than were 
the medically indigent. It will be noted 
that 136 families were served by the 
Welfare Department only. This number, 


Service to Indigent Disabled 


Agencies Providing 
Families in the April, 1956, Community Caseload 


Agencies Providing Service 
at Sometime During 
Life of the Project 


Medically 
Indigent Only 


Total indigent disabled 
families 
One agency only 
Welfare Department 
Health Department 
Division of Vocational 
Rehabilitation 
Other agencies 
Two or more agencies 
Health and Welfare 
Departments only 
Division of Vocational 
Rehabilitation with 
other agencies * 
Other agencies only 


* Including Health and/or Welfare Departments. 
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! 
No. ‘Percent No. Percent No. Percent 
1,104 100.0 662 100.0 442 100.0 
445 40.3 142 21.5 303 68.6 
136 12.3 136 20.6 
226 20.5 226 51.2 
77 7.0 7 17.4 
6 0.5 6 0.9 
659 59.7 520 78.5 139 31.4 
349 31.6 326 49.2 23 5.2 
269 24.4 183 27.6 86 19.4 
41 3.7 ll 30 6.8 
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Table 4—Length of Time Family Had Been Known to a Community Agency 


Total Families 
Years Known toa 


Community Agency No. Percent 


Medically 
Indigent Only 


No. Percent No. 


Dependent 


Per cent 


Total indigent disabled 
families 

Under 1 year 

1-4 years 


100.0 
19.0 
25.5 
28.5 

10 years and over 26.2 

Unknown 0.8 


1,104 


5-9 years 


100.0 
31.0 


662 100.0 442 
73 11.0 

21.3 31.9 

179 27.0 30.5 

267 40.4 5.0 

2 0.3 1.6 


or about 20 per cent of the dependent 
group, was eligible for but did not use 
the Maryland Medical Care Program de- 
spite having at least one disabled person 
in the family. Medical attention obvi- 
ously was needed in these families, but 
the available services were not used dur- 
ing the period covered. 


Time Known to Community Agencies 


The community agencies had been 
working with these families for a long 
time. As may be seen in Table 4, 26 per 
cent of the families had been known to 
some agency for ten years or more; over 
half of them for five years or more. De- 
pendent families had been receiving serv- 
ice from community agencies much 
longer than those who were medically 
indigent. Even in the latter group, how- 
ever, over one-third had been known to 
agencies five years or more. 


Community Costs 


The significance of indigent disability 
as a composite medical, economic, and 
social problem is clearly illustrated by 
the cost to the community of the com- 
bined agency services rendered in con- 
nection with it. The total cost of all 
community health and dependency serv- 


ices in Washington County during 1956 
was at least $2,744,835. This is $32.18 
per capita or $109.73 for every family 
in the county. Public or tax funds pro- 
vided $1,125,524 of this total cost; it 
is estimated that $791,456 * of this was 
spent on indigent disabled families. 
Thus, of all tax funds spent for health 
and dependency purposes, about 70 per 
cent went for service to only about 
1,100 families—4.7 per cent of all fami- 
lies in Washington County. This con- 


. centration of public expenditures and 


services among a relatively few disabled, 
indigent families clearly justifies careful 
study of this problem in the hope of 
finding better methods of prevention or 
control, both for the sake of the families 
and as a means of reducing community 
costs for this group. 


Agency Relationship 


In view of both the community cost 
and the extensive multiple agency serv- 
ice to these families, one might expect 
considerable coordination of agency 
work in this connection. Actually there 
was little. Occasional conferences at the 
executive level cleared policy relation- 


* May be slightly less since not all hospital- 
ized cases were disabled by Community Re- 
search Associates definition. 


ships, but these did not reach down to 
the staff level. This should not, of 
course, be taken as a criticism of specific 
agencies in this particular community; 
it is an almost universal pattern. Func- 
tions are rigidly segmented; individual 
agency data do not reveal the extent to 
which other agencies also are working 
or have worked with the same family; 
methods for effectively integrating serv- 


ices have not been developed. 


The agencies through which the main 
functions of certification, financial as- 
sistance, hospital care, medical care, pre- 
ventive health services, social casework, 
and vocational rehabilitation are sepa- 
rately channeled to the three groups 
comprising the community’s 1,104 indi- 
gent disabled families eligible for all or 
part of these services may be seen some- 
what more precisely from the following 
outline: 


Tyre aNp Sources or Services Recervep sy 1,104 Inpicent DisasLep FAMILIES 


Three Groups of the 1,104 Indigent Disabled Families 


662 Dependent 


Types of Service 


Families 


*194 Medically In- 
digent Eligible for 
M.M.C.* 


*248 Medically In- 
digent Not Certi- 
fied M.M.C.+ 


Financial assistance 


Certification for 
M.M.C.* 


Certification— 
hospital care 


Casework (limited) 
Preventive health 


services 


Fiscal and record 
supervision 


M.M.C.+ 


Ambulatory medical 
diagnosis and 
treatment 


Hospital care 
Rehabilitation serv- 


ices if vocationally 
eligible 


Welfare Department 


Health Department 


(automatic) 


Welfare Department 


Welfare Department 


Health Department 


Health Department 


Physicians 


through M.M.C.+ 


State and local 
hospitals 


Division of 
Vocational 
Rehabilitation 


None None 


Health Department None 
Welfare Department Welfare Department 


None None 


Health Department Health Department 


Health Department None 


Physicians Physicians-private 


through M.M.C.+ basis 


State and local 
hospitals 


State and local 
hospitals 


Division of 
Vocational 
Rehabilitation 


Division of 
Vocational 
Rehabilitation 


* Estimated figure. 


¢t M.M.C.—Maryland Medical Care Program for the indigent. 


Problems of Adjustment 


All participating agencies entered into 
the project with sincere good will and 
the declared intent to overcome the dif- 
ficulties in working together which were 


posed by this fractionated diversity of 
functional responsibility. Yet, the diffi- 
culties were real and often were not for- 
seen either by the agencies or by the 
project staff. They were not easy to 
overcome in Washington County, nor 
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would they be in any other community 
known to the authors of this report. 

For varying reasons, resistance to 
change was almost universal. Typically, 
an agency felt its program was “right” 
and all that was needed was adequate 
financing and more and better trained 
staff personnel. The Department of Wel- 
fare and Division of Vocational Reha- 
bilitation, particularly, were limited by 
rigid legal and policy restrictions. The 
Health and Welfare Departments were 
already overburdened with routine or 
traditional services. On the other hand, 
the Division of Vocational Rehabilita- 
tion was searching for clients who could 
meet rather high criteria as to voca- 
tional potentiality. The Health Depart- 
ment, though rendering service to a 
group of families because of its respon- 
sibility for certain aspects of the Medical 
Care Program, had made no special 
effort to apply the other resources of the 
department to solution of problems of 
these families. 

The hesitancy of agency staff workers 
to step into unfamiliar territory and be- 
come involved in a pattern of work so 
different from accepted tradition posed 
another important problem of adjust- 
ment. For the social workers, this was 
felt primarily in the area of medical 
care and relationships with physicians, 
although some of the more technical 
casework methods were also outside of 
the experience of many workers. While 
welfare workers encountered medical 
problems every day, they felt, in general, 
that solution of such problems was en- 
tirely the mutual concern of the family 
and its physician. Thus, if the needed 
medical service was available, the worker 
rarely felt responsible either for actively 
encouraging its use or for checking with 
the physician concerning recommenda- 
tions or follow-up. Social workers were 
hesitant about contacting physicians for 
fear of a rebuff, and not witfrout reason, 
since most physicians were quite un- 
familiar with what skilled social work 
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could do, indeed some were inclined to 
be scornful of social work as a whole. 

In an attempt to help bridge this gap 
several approaches were used. The co- 
operation and understanding of the 
medical profession was sought through 
discussion before the local Medical 
Society, letters to physicians, and in- 
dividual contacts. The consulting pub- 
lic health nurse called each physician to 
pave the way for the social worker’s first 
contact with him. A project caseworker 
held inservice conferences with the Wel- 
fare Department staff. The results of 
these efforts, chiefly because of limited 
time, were only partially successful. 
However, a number of physicians did 
become quite interested in the social 
problems interwoven in the families’ 
needs for medical care. 

On the other hand, public health 
nurses were quite familiar with medical 
problems and with working with physi- 
cians, but tended to overlook social prob- 
lems, underestimating their importance 
and feeling besides that they were “some- 
one else’s job.” They, too, hesitated to 
follow up strictly medical care problems 
but, in contrast to the social workers, 
this was because these problems had not 
been a part of the traditional public 
health “preventive” services. 

Vocational rehabilitation workers 
tended to travel a lone road, though they 
were accustomed to work with physi- 
cians and to handle social problems bear- 
ing directly on the primary handicap. 
The necessity to concentrate on achiev- 
ing a set number of “rehabilitations” 
we year restricted them somewhat in 

roadening their interests. 

Because of the medical component of 
the problem under study, the reaction 
of the medical profession warrants 
further comment. As indicated previ- 
ously, the Maryland Medical Care Pro- 
gram, while excellent in scope and avail- 
ability to all levels of indigents, did -not 
in itself encourage a rehabilitation ap- 
proach. Those eligible could choose 


any physician willing to participate, but 
the majority sought the services of a 
relatively small number of general prac- 
titioners. Some patients had been well 
known to physicians over a period of 
years, but there was no routine provision 
for comprehensive diagnostic work-up 
and therefore most care focused on 
treatment of the current complaint. 
Most physicians looked upon the 
majority of the disabled persons as be- 
yond rehabilitation, but passively co- 
operated with the project as a “research” 
effort. There was some negative feeling 
about the new diagnostic clinic since 
specialists from outside the community 
were utilized. Reactions by physicians 
to the medical reports sent them from 
the clinic were mixed, ranging from com- 
ments to the effect that nothing new had 
been learned, to genuine appreciation 
for information they themselves had not 
been in a position to obtain. Contact 


with physicians was awkward since it 
had to conform, for the most part, to 
previously set and rather carefully 


guarded agency patterns. However, as 
already mentioned, several physicians, 
after seeing some positive results of this 
joint work among individual patients 
and families known to them, came to 
take a more genuine interest in the 
project. 


The project itself created some prob- 
lems in agency relationships and, in 
retrospect, made some errors. Although 
it was clearly set up as a temporary 
facility, there was concern for a time 
that it might develop into a permanent 
“super-agency.” Then, too, until ac- 
quaintance grew, the highly qualified 
project caseworkers constituted a threat 
to less qualified staff workers. Particu- 
larly easy relationships with the Di- 
vision of Vocational Rehabilitation 
were fostered by Community Research 
Associates provision of a second 
worker for this office and by the 
individual relationships developed by 
the project caseworker with the two 
agency counselors. The project case- 
worker assigned to the Welfare Depart- 
ment strengthened relationships with the 
agency by serving informally as a con- 
sultant, though it was not possible to 
give the optimum and desired amount 
of such service because of the press of 
direct project duties and the shortness 
of treatment time. The relationship with 
the Health Department staff was made 
more difficult by the fact that one of 
the project staff assigned represented a 
different discipline, although a mutual 
working relationship between the case- 
worker and the public health nurses 
gradually developed. 
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SECTION Ill: THE COMMUNITY PROBLEM OF INDIGENT DISABILITY 


The following data may be said to 
relate to the “epidemiology” of indigent 
disability, since it describes the frequen- 
cies and distributions of a condition in 
a community. Although the condition 
to be described is different from the 
types of problems to which epidemiologi- 
cal procedures traditionally have been 
directed, the methods of descriptive epi- 
demiology are used. An effort will be 
made to document as completely as pos- 
sible the various factors contributing to, 
or associated with, indigency and the 
more specific causes of disability in the 
family settings in which the combined 
problems present themselves. 

Project data are available from two 
sources. The first is the Family Unit 
Reporting System, previously referred 
to. Data from this source cover all in- 


digent disabled families served by com- 
munity agencies during the life of the 


project. The information supplied by 
the reporting agencies was based on 
their own records and knowledge of the 
cases and families. 

The second source of data consists of 
two groups of 125 families each which 
were selected by random sampling from 
the total caseload and for which the 
project’s own staff did a complete diag- 
nostic work-up. For these families cer- 
tain information was obtained which was 
impossible to secure through agency re- 
porting, for example, accurate and de- 
tailed medical data. 

Sample A, 125 families, was selected 
at random from all indigent disabled 
families receiving agency service during 
the second quarter of 1955. Diagnostic 
work-ups on these families were trans- 
mitted to the agencies for treatment im- 
plementation. Sample B, another 125 
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families, was selected at the same time 
in the same manner. Similar diagnostic 
work-ups were completed on these fami- 
lies, but were not transmitted to the 
agencies though the medical reports were 
sent to private physicians. These “B” 
families were expected to serve as a con- 
trol group for which no treatment would 
be urged, other than that normally sup- 
plied by the agencies. 

Table 5 shows the distribution of 
selected characteristics among the total 
load as compared with the two samples. 
Samples A and B, both selected at ran- 
dom, proved to be quite similar to each 
other in respect to most characteristics. 
The only differences worth noting were 
that in sample B there were slightly 
higher percentages of “single person” 
families and those where the family 
heads were 65 years of age and over. 

The two samples were similar in 
make-up to the total April, 1956, case- 
load in several categories but differed 
in others. For example, they included 
a somewhat higher proportion of de- 
pendent families and, therefore, fewer 
medically indigent families. The sample 
groups also had somewhat fewer single 
person families than did the total group. 
A higher proportion of the sample 
groups had been known to agencies ten 
years or more, prior to the study. These 
differences may have resulted partly 
from sampling variations, but in addi- 
tion the characteristics of the total load 
were tabulated a year after the samples 
were selected. The difference in degree 
of disability is probably due to the fact 
that the total indigent disabled group 
figures were based on agency reports 
only, whereas the sample figures were 
from project staff judgments which were 


Table S—Selected Characteristics Found roy | the April, 1956, 
Caseload and Samples A and B 


Total Families 
(April, 1956) 


Selected 


Characteristics No. Per cent 


Sample B 


No. Per cent 


Total families 
Dependent 
Medically indigent only 
Disordered behavior 
overlap 
Families with children 
under 18 
Single person 
Age of head 65 or over 
Known to agencies 10 
years or more 
Total disabled persons 
Degree of disability 
Needed constant 
attention 
Self-care, but unable to 
engage in usual activity 
Limited occupational 
activity 


based on more complete information 
and therefore tended to be more accu- 
rate. 


Prevalence 


Families with the composite problem 
of indigent disability constituted be- 
tween 4 and 5 per cent of the 24,332 
families in Washington County in 1954. 
Table 6 shows the numbers of such 


families as reported at three time inter- 
vals and according to whether they were 
dependent or medically indigent. The 
total number of indigent disabled fami- 
lies decreased slightly between January, 
1954, to April, 1956. This was entirely 
due to a decrease in the number of 
medically indigent families receiving 
service; the number of dependent fami- 
lies increased steadily during that period. 
The comparatively low number of indi- 


Table 6—Prevalence of Indigent Disability at Three Time Periods 


Total Indigent 
Disabled Families 


Medically 


Dependent Indigent Only 


Estimated Families 
in Washington 


County No. 


Rate 
per 1,000 


Rate 
per 1,000 No. 


Rate 
per 1,000 No. 


1,145 
918 
1104 «4.1 662 


22.5 
11.8 
17.7 


47.1 598 24.6 547 
37.2 627 25.4 291 
26.4 442 
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Sample A 

1,104 100.0 125 100.0 125 100.0 

662 60.0 88 70.4 91 72.8 

442 40.0 37 29.6 4 27.2 

167 15.1 23 18.4 21 16.8 

313 28.4 37 29.6 31 24.8 

553 50.1 43 34.4 53 42.4 

537 48.6 55 4.0 63 50.4 

289 26.2 50 40.0 54 43.2 

1,255 100.0 152 100.0 142 100.0 

406 32.4 30 19.7 29 20.4 

462 36.8 47 30.9 37 26.1. 

387 30.8 75 49.4 76 53.5 

January, 1954 24,332 
April, 1955 24,665 
April, 1956 25,015 
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Table 7—Prevalence of Indigent Disability in Initial Study 
Month of Three Community Research Associates Projects 


INDIGENT DISABILITY 


Washington 
County, Md. 


Winona 
County, Minn. 


San Mateo 
County, Calif. 


January, 1954 


January, 1954 January, 1953 


Total families in community 24,332 107,000 11,655 

Indigent disabled families 1,145 2,316 325 

Per cent: total indigent disabled 4. 2. 
Dependent 2. 
Medically indigent only 2. 0. 


gent disabled families reported for April, 
1955, is accounted for by the fact that 
the reporting of medically indigent 
families was incomplete for this period. 

The fact that the total number of 
medically indigent families having a dis- 
abled member was almost as great as 
the number of dependent families is, 
however, of particular significance. As 
indicated earlier, Maryland has a com- 
prehensive state-wide plan which in- 
cludes families who, although not de- 
pendent, are unable finanically to meet 
their medical needs. It is evident that 
this group is of major significance to 
the community. 

Somewhat comparable data were avail- 
able from the initial planning studies of 
San Mateo and Winona Counties, the 
other two areas in which projects of 
Community Research Associates were 
carried out (Table 7). These data sug- 
gest that the higher proportion of indi- 
gent disabled families in Washington 
County may be accounted for by the 
Maryland Medical Care Program which 
makes comprehensive provision for both 
dependent and medically indigent fami- 
lies. While the percentage of depend- 
ent disabled is somewhat higher in 
Washington County than in either of 
the other two project areas, the propor- 
tions of medically indigent disabled is 
more than three times greater than in 
either San Mateo or Winona Counties. 


NOVEMBER, 1958 


Although these two counties do provide 
for the medically indigent, it is not on 
such a systematic basis. Also, the fact 
that the focus of this project was placed 
on this particular problem may have re- 
sulted in better reporting. It should be 
noted that the average family income is 
substantially higher and the proportion 
of the population over 65 years of age 
substantially lower in San Mateo than 
in the other two counties. In these 
respects, differences between Winona 
County and Washington County are not 
so great. 


Concentration 


By definition, disability was reported 
to the project only when it was combined 
with indigency and so became a problem 
for the whole community. Thus the proc- 
ess for collecting project data did not 
provide means for determining the de- 
gree to which disability among the total 
population was concentrated in this low 
economic group. 

Fortunately, the Public Health Serv- 
ice, which had maintained a field office * 
in Hagerstown for many years, was able 
to make certain data available to the 
project. As a phase in the development 
of a schedule for use in the National 
Health Survey, a representative sample 


* Dr. Philip Lawrence, officer in charge. 


of 600 households in Hagerstown had 
been studied. The survey schedules 
used had included information from 
which it was possible to determine the 
presence and degree of disability in 
members of the families surveyed. This 
information had also been checked for 
a substantial number of persons against 
records from the Washington County 
Hospital and the Maryland Medical Care 
Program. These schedules were made 
available to the project staff who were 
able to identify the disabled individuals 
to whom the project definition of dis- 
ability applied. Thus, comparison with 
the total disability load in the commu- 
nity became possible, on the assumption 
that findings of the Public Health Serv- 
ice survey in the Hagerstown families 
could be applied to Washington County 
as a whole. 

The general population sample of 600 
Hagerstown families included 1,847 in- 
dividuals and of these 178 were identi- 
fied as being disabled according to the 
project definition. Thus the estimated 
number of disabled in Washington 
County was 8,249.* The number of 
disabled persons in indigent families re- 
ported to the project in April, 1956, was 
1,255. These, therefore, accounted for 
15.2 per cent of all disabled persons in 
Washington County. 

A better measure of the degree of con- 
centration of disability in indigent fami- 
lies is obtained by comparing the 
proportion of disabled in dependent 
families with the proportion in the non- 
dependent families. Table 8 shows this 
comparison, as of 1956. In that year 
there were three times as many disabled 
persons in dependent families as in the 
nondependent famities. 

The figure of 33.0 disabled persons 
per 100 families in the county may seem 


* 178x 20 (sampling ratio) = 3,560 disabled 


in Hagerstown with a population of 36,940. 
Applying this to the Washington County 1956 
population of 85,300, the number of disabled 
in Washington County = 8,249. 


Table 8—Estimated Number of Disabled 
Persons in Washington County 


Total 
Washington De- Nonde- 
County pendent pendent 


25,015 815 
8,249 773 


24,200 
7,476 


quite high. Disability rates or percent- 
ages, however, are seldom related to 
family units. Computed on an indi- 
vidual basis, 8,249 disabled persons 
amounts to 9.7 per cent of the Washing- 
ton County population. Exactly compa- 
rable data from other studies are not 
available. However, the Public Health 
Service has estimated that in 1950, 3.5 
per cent of the United States population 
suffered disabilities of over three months’ 
duration.’ This would indicate that the 
project definition of disability was more 
inclusive. However, analysis of mate- 
rial from a Baltimore survey of chronic 
illness by Krueger ® showed that in that 
study only about 30 per cent of the 
chronic conditions that could have been 
reported actually were reported to the 
interviewer. Considered in relation to 
these facts and observations the project 
estimates appear reasonable. 

Two other comparisons were made 
between disabled persons reported to 
the project and the 178 identified from 
the Public Health Service survey of 
Hagerstown families. Of the former, 
35.7 per cent and of the latter, 33.1 per 
cent were 70 years of age or older— 
remarkably similar figures. On the 
other hand, the extent of disability was 
somewhat different, as shown in sum- 
mary Table 9. This indicates that there 
is a heavy concentration of the more 
severe degrees of disability in those rep- 
resenting the indigent disabled group of 
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Families 
Disabled 
persons 
Disabled per- 
sons per 100 
Families 33.0 94.8 30.9 
18 
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Table 9—Extent of Disability of Disabled from Randomly Selected Families 
and as Identified from Public Health Service Survey 


Extent of Disability 


Disabled Per- 
sons from Groups 
A and B Families 


Disabled Identi- 

fied from Public 

Health Service 
Survey 


No. 


Per cent No. Per cent 


Total 


Needs constant attention and 
unable to engage in usual activity 


Limited occupational activity only 


100.0 178 100.0 


48.6 
51.4 


43 
135 


24.2 
75.8 


families, as contrasted with the total 
population. 


Family Characteristics 

Indigent disabled families are in no 
way representative of the total group of 
Washington County families. They are 
older, differently structured, and smaller. 
The heads of families suffer from mul- 
tiple impairments. They reflect the fact 


that chronic disease and disabling con- 
ditions increase during the later stages 
of the family’s life cycle. 


Age of Head of Household 


As shown in Table 10, only 19.2 per 
cent of the indigent disabled family 
heads were 44 or under, as compared 
with 48.2 per cent for all heads of 
families in the county. On the other 
hand, the proportion aged 65 and over 
was three times greater than for the 
county as a whole. This difference in 
age of family head is much greater for 
dependent families than for medically 
indigent families. 


Table 10—Age of Head of Household in Indigent Disabled Families 
and in Total Washington County Population 


Washington 
County 
Age of Head Population 1956 


Indigent Disabled Families 


Medically 


Total Dependent Indigent Only 


No. Percent 


of Household 


No. 


Per cent No. Per cent No. Per cent 


25,015 
1,131 


100.0 
4.5 
19.8 


Total 
Under 25 


1,104 


100.0 
3.2 


100.0 
1.7 


100.0 


662 


6.8 
10.1 
27.9 
48.6 


4.3 


4.2 
7.6 
23.4 
62.4 


0.7 


10.6 
13.8 
34.6 
28.1 


9.7 


151 
= 
ul 4 
35-44 bi 28 47 
597% 23.9 50 
9,19 36.8 308 155 
65 and over 3,766 15.0 537 413 124 
Unknown or chil- 
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Table 11—Family Structure of Indigent Disabled Families and 
of All Families in Washington County Population 


Washington 
County 
Population 1956 


Indigent Disabled Families 


Medically 


Total Dependent Indigent Only 


Family Structure No. Percent 


No. Per cent 


No. Per cent No. Per cent 


Total families 100.0 
Families with chil- 
dren under 18 

One person adult 


Other adult families 


25,015 


45.3 
18.1 
36.6 


11,329 
4,528 
9,158 


1,104 


100.0 662 100.0 42 100.0 


40.0 
30.8 
29.2 


136 .20.5 177 
63.0 


16.5 


313. 28.4 
553 


109 129 


Family Structure 


The relatively advanced age of the 
heads of the indigent disabled families 
is the chief explanation for the fact that 
50 per cent were “single person” adult 
families. As Table 11 shows, only 18 
per cent of the families in the county as 
a whole were single person families. 
This difference was greatly accentuated 
in the group of dependent families where 
63 per cent were single adult persons. 

In the total group studied there were 
definitely fewer families with children 
under 18 than in the county as a whole, 
although among the medically indigent 


the proportion more nearly conformed 
to that of the total county population. 
Actually, although it is not shown here, 
among the indigent disabled families that 
did have children (313), the propor- 
tion with four or more children (96, or 
30.7 per cent) was higher than for the 
county as a whole (1,558 of 11,329, or 
13.8 per cent). 

Another point of interest is not shown 
in this table: while the male head and 
wife both were present in 36.5 per cent 
of the indigent disabled families, single 
or “lone” female heads outnumbered 
lone male heads 43.6 to 19.8 per cent. 


Table 12—Size of Indigent Disabled Families and of all Families 
in Washington County Population 


Washington 
County 
Population 1956 


Indigent Disabled Families 


; Medically 
Total Dependent Indigent Only 


Size of Family No. Percent 


No. Per cent 


No. Per cent No. Per cent 


100.0 
26.6 
18.6 
17.4 
19.3 


Total Families 

One person 

Two persons 

Three persons 

Four persons 

Five or more persons 


25,015 


1,104 


42 «100.0 
137* 31.0 
23.5 
13.1 
10.2 
22.2 


100.0 
63.0 
17.2 

5.1 
3.0 
11.7 


100.0 
554* 50.2 
218 19.7 
2 868.3 
6 5.9 
1% 15.9 


662 
417 


114 
34 
20 
77 


* Includes one child with no other family. 
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} 
| 
= 
| 
4,528 
6,661 
4,645 
4,363 
4,818 
20 


Table 13—Impairments in Family Head (in Addition to Indigency) 
in Indigent Disabled Families 


INDIGENT DISABILITY 


No. of Impair- Total Families 
ments in Head 
of Family No. Per cent 


Medically 


Dependent Indigent Only 
No. Per cent No. Per cent 


Total 1,104 100.0 
None 159 14.4 
One 377 34.2 


51.4 


Two or more 


568 


662 


100.0 442 100.0 
6 0.9 153 34.6 


214 32.3 163 36.9 
442 


126 28.5 


66.8 


Size of Family 
With the total group of families heav- 
ily weighted with older family heads and 
single person families it is to be ex- 
pected that, as shown in Table 12, there 
will be a high proportion of smaller 
families. 
Multiple Family Impairments 
The importance of multiproblem fami- 
lies in a community’s total caseload was 
first brought to general attention by 
Community Research Associates through 
the original St. Paul study. By defini- 
tion, two of the community’s three major 
health and welfare problems were pres- 
ent in all indigent disabled families— 
financial indigency and physical dis- 
ability. The third major problem, 
disordered behavior, was present in 15 
per cent of the indigent disabled families. 
Handicaps to the performance of nor- 
mal family economic and social functions 
can be described more clearly by analyz- 
ing the impairments affecting the family 
heads who are responsible for these func- 
tions. Table 13 shows the extent to 
which, in addition to indigency, one or 
more of the following impairments were 
present in the heads of these families: 
disability, disordered behavior, malad- 
justment (other than disordered be- 
havior), and age of 65 and over." It 
will be noted that in the dependent 
*. impai t, in ii to the 


families few family heads had no im- 
pairments other than indigency. The 
fact that one-third of the heads of medi- 
cally indigent families had no other in- 
dicates that the disability was more 
likely to be suffered by other family 
members. Multiple impairments were 
also much more frequent generally in 
dependent than medically indigent fami- 
lies. 


Characteristics of Disabled Persons 


The extent to which old age, family 
structure, and various family impair- 
ments are associated with the composite 
problem of indigent disability has been 
shown. We now turn to significant 
characteristics of the disabled persons 
themselves. It should be noted that 
while, by definition, every indigent dis- 
abled family contained at least one dis- 
abled person, some families had more 
than one. Table 14 shows the number 


Table 14—Disabled Persons per Family 
by Type of Indigency 


Medically 
Total De- Indigent 
Families pendent Only 
No. of families 1,104 662 442 


No. of disabled 


persons 1,255 773 482 
Disabled persons 
per family 1,14 1.17 1.09 


of disabled persons and families and 
ratio of persons to families for the cate- 
gories indicated. It will be noted that 
dependent disabled families had more 
members who were disabled persons 
than did medically indigent disabled 
families. 


Age and Sex 


A previous table has shown the pre- 
dominance of older age groups in in- 
digent disabled families. Table 15, 
showing the breakdown of all disabled 
persons in the 250 families of the A and 
B samples, again reflects the high propor- 
tion of disabled in the older age groups: 
67 per cent were 55, or over; 41 per cent, 
70, or over. On the other hand, it also 
shows that a significant proportion of the 
disabled persons in the community’s in- 
digent disability load are in younger age 
brackets: 7 per cent under 18; 21 per 
cent under 45. 


Degree of Disability 


During the life of the project, 1,901 
disabled persons were reported as mem- 
bers of indigent families. Degree of 
disability was reported by the various 
agencies on the Family Unit Reporting 
System schedule at three levels. 

These were: “needs constant atten- 
tion,” “self-care,” and “limited occupa- 
tional activity.” Table 16 gives this 
breakdown for both dependent and 
medically indigent families, as well as 
for the total group. Slightly less than 
one-third of all families fell into the 
most disabled group and essentially the 
same proportions appeared in the de- 
pendent and medically indigent cate- 
gories. However, if the two most dis- 
abled categories are combined, 79.3 per 
cent of those in dependent families either 
needed constant attention or were only 
able to provide self-care, as compared 


Table 15—Age and Sex of Disabled Persons in Samples A and B 


Age and Sex 
of Disabled 
Person 


Total 


Under 18 
18-44 


asenzS 


ASene 


ReaneS 


wre 
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Total 
S| Disabled Persons Sample A Sample B 
No. Per cent No. Per cent No. Per cent 
152 100.9 142 100.0 
P| 1 ll 7.0 
6 23 12.0 
45-54 3 16 14.0 
55-69 2 45 
70 and over 57 
Male 73 
Under 18 8 
18-44 14 
45-54 5 
55-69 24 
70 and over 22 
Female 79 
Under 18 3 
18-4 9 
45-54 1l 
55-69 21 
70 and over 35 
22 


Table 16—Extent of Disability of All Disabled Persons as Reported on 
the Family Unit Reporting System Report, by Dependent 
and Medically Indigent 


INDIGENT DISABILITY 


Total 


Dependent 


Extent 
of Disability 


No. Per cent 


No. Per cent No. 


Total disabled 


persons 1,901 100.0 
Needs contant 

attention 584 30.7 

In bed 178 9.4 

Wheel chair 56 2.9 
Some assist- 


ance 
Self-care 


Limited occupa- 
tional activity 510 26.8 


1,031 100.0 870 100.0 

312 30.2 272 31.2 

62 6.0 116 13.3 

28 2.7 28 3.2 
21.5 128 


49.1 


213 20.7 297 34.2 


with 65.8 per cent of those in the medi- 
cally indigent families. 

Similar data from the A and B sam- 
ples, where degree of disability was 
determined by the project staff after a 
full diagnostic work-up, suggest a con- 
siderable measure of overreporting of 
degree of disability by the agencies. 


Table 17—Extent of Disability of Disabled Persons in Samples A and B 


The figures in Table 17, which give this 
breakdown of severity, would indicate 
that a considerably smaller proportion 
were seriously disabled in the physical 
sense, since 51 per cent were able to 
carry on some occupational activity. 
While this scale does not relate to the 
kinds of underlying medical problems, 


Extent 
of Disability Total A and B 
at Diagnos- 
tic Work-Up No. Per cent 


Sample A Sample B 


No. Per cent No. 


Per cent 


100.0 


20.0 


In bed 6.8 
2.0 


11.2 


Limited occupa- 
tional activity 151 51.4 


152 


100.0 


142 


100.0 


19.7 20.4 


4.6 13 9.2 
1.3 2.8 


8.4 


13.8 


30.9 26.1 


75 49.4 76 53.5 


Medically 
Indigent 
350 
fa 807 42.5 506 = 301 34.6 
Total disabled 
Needs constant 
attention 59 30 
2 
Some assist- 
ance 33 21 12 = ; 
Unable to engage in 
usual activity 84 28.6 47 
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Table 18—Deaths of Disabled Persons During Period 
of Project, Samples A and B 


Extent 

of Disability Total A and B Sample A Sample B 
at Diagnos- 

tic Work-Up Cases Deaths Per cent Cases Deaths Per cent Cases Deaths Per cent 
Total disabled 

persons 294 ~=«é6ll 20.7 152 30 19.7 142 «31 21.8 
Needs constant 

attention 59 30 50.8 30 14 46.7 29 16 55. 2 
Unable to engage in 

usual activities 84 23 27.4 47 13 27.7 37 10 27.0 
Limited occupa- 

tional activity 151 8 5.3 75 3 4.0 76 5 6.6 


it appears to be a fairly good indication 
of their seriousness (Table 18) by the 
proportion of deaths in the various dis- 
ability groupings during the period of 
the project. 


Duration of Disability 
The length of time that disability— 


or the medical problems causing it— 
has existed is an important factor. 


These data were not available from . 


agency records, but an attempt was made 
to obtain such material in connection 
with the diagnostic work-up of some of 
the sample cases. Table 19 summarizes 
this information. Even though the ac- 


curacy and completeness of these figures 
leave something to be desired, it is ob- 
vious that the conditions causing dis- 
ability existed over 10 years in more 
than half these cases and in at least one- 
fifth they had existed 20 years or over. 


Medical Diagnoses of Disabled Persons 


Multiplicity of Medical Problems 


In addition to the fact that disability 
had existed in most of these persons for 
many years, most of them had more 
than one medical problem; in fact, diag- 
nostic reports rarely showed only one. 


Table 19—Duration of Disability, Samples A and B 


Total A and B Sample A Sample B 
Duration 
of Disability No. Per cent No. Per cent No. Per cent 
Total disabled 
persons 294 100.0 152 100.0 142 100.0 
Under 1 year 5 1.7 2 1.3 3 2.1 
1-4 years 47 16.0 22 14.5 25 17.6 
5-9 years 79 26.9 46 30.3 33 23.2 
10-19 years 100 34.0 51 33.5 49 34.5 
20 years and over 63 21.4 31 20.4 32 22.6 
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Table 20—Number of Medical Diagnoses, Samples A and B 


Total A and B 


Sample A Sample B 


Total disabled persons 
Diseases diagnosed 

Special impairments * 

Total diseases and impairments 


Diseases and impairments per 
disabled person 


142 


100 


3.6 


* Includes visual, hearing, and speech defects; paralytic and nonparalytic impairments of limbs, back, trunk; 


and obesity. 


Table 20 summarizes the number of dis- 
eases and impairments per disabled per- 
son for the samples A and B. Though 
not shown here, there was essentially no 
difference in the number of conditions 
in females as compared with males. 


Medical Diagnoses: by Major 
Classifications 


There were 294 disabled persons in 
representative samples A and B. Table 


21 shows the diagnostic categories rep- 
resented. As shown, the number of 
diagnoses per disabled person averaged 
3.4 and the total number of diagnoses 
was 1,007, including the 205 physical 
impairments of varying severity. 

There were 167 female disabled per- 
sons in samples A and B as compared 
with 127 males. Detailed tabulation of 
diagnoses by sex is not given since there 
was little difference in most categories. 
The only differences which were worthy 


Table 21—Medical Diagnoses by Major Categories, Samples A and B 


Diagnostic Categories 


Total A and B 


Sample A Sample B 


Total diagnoses 
Infective and parasitic disease 
Neoplasms 
Allergic, endocrine system, 
metabolic, and nutritional diseases 
Diseases of blood-forming organs 
Mental, psychoneurotic, and 
personality disorders 
Diseases of nervous system 
and sense organs 
Diseases of circulatory system 
Diseases of respiratory system 
Diseases of the digestive system 
Diseases of genitourinary system 
Diseases of skin and cellular tissue 
Diseases of bones and organs 
of movement 
Symptoms and ill-defined 
Accidents, poisonings, and violence 


Special impairments 


1,007 49: 514 


41 25 
25 15 


29 19 
8 4 


w 


294 152 = 
802 388 414 
205 105 = 
1,007 493 514 
77 40 
62 31 
257 131 
74 46 
95 42 
57 25 
10 3 
59 27 
3 2 
3 1 
205 105 
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of note, and where numbers were suffi- 
ciently large to have meaning, were in 
the category of diseases of the circula- 
tory system—28.5 per cent of the diag- 
noses in women as compared with 21.6 
per cent in men; and in the category 
of diseases of the respiratory system 
which accounted for 9.5 per cent of the 
diagnoses in men as compared with 5.7 
per cent in women. Diseases related to 
male or female reproductive organs are, 
of course, excepted. 


Medical Diagnoses: by Numerical 
Priority 

The specific diagnoses of most im- 
portance, numerically speaking, are 
shown in order of frequency in Table 
22. It will be noted that arteriosclerotic 
heart disease and other heart disease 
were the most frequent diagnoses, with 
arthritis and rheumatism ranking next. 
Psychoneurosis, usually accompanied by 
some strictly physical condition, was also 
frequently diagnosed. Pulmonary em- 
physema and tuberculosis were among 
the nine conditions most often found. 

Before the project was begun it was 
anticipated that there would be a fairly 


Order of Numerical 


large number of persons disabled by 
such physically handicapping conditions 
as paraplegia, hemiplegia, and arthritis, 
and thus “physical medicine and reha- 
bilitation” services would be needed. 
However, they were not found in sufhi- 
ciently large numbers to require special 
personnel for this purpose. 


Summary 


Most of the disabled persons from 
indigent families had been disabled for 
a long time, and in at least half the dis- 
ability ranged from moderate to severe. 
Practically all had multiple chronic con- 
ditions, a high percentage of which were 
degenerative types of diseases and men- 
tal and emotional conditions. 

Many of the diseases found cannot 
be “cured” completely, especially at the 
stage they had reached in these patients. 
They frequently can, however, be con- 
trolled, or improved, or their develop- 
ment may be slowed down. To achieve 
this there must first be a careful clinical 
diagnosis and evaluation, followed by 
adequate and continuing treatment and 
follow up. Patients and families must 


understand medical recommendations 


Samples A and B 


Specific Diagnoses 


Total A and B 


Male Female 


Arteriosclerotic and hypertensive 
disease 


Other heart disease 
Arthritis and rheumatism 


Psychoneurotic and personality 
disorders (excluding nervousness) 


Pulmonary emphysema 
Adentia and edentia 
General arteriosclerosis 
Hernia 

Tuberculosis 


124 
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49 15 34 
32 18 14 
31 8 23 
27 18 9 
24 16 8 
23 
26 


and follow them conscientiously. Here 
casework or public health nursing serv- 
ices may be extremely important, for this 
is where other social problems may seri- 
ously interfere with the patient’s prog- 
ress if they are not understood and dealt 
with. 

The over-all picture of indigent dis- 
abled families is that they constituted 
a relatively small proportion of the com- 
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munity but were heavily burdened with 
the elderly, many of whom were alone; 
those young enough to have children 
still at home had more children than 
the average family with children in the 
community; multiple impairments were 
the rule rather than the exception; and 
most of the families had been receiving 
various services from numerous commu- 
nity agencies for a long time. 


SECTION IV: TREATMENT RECOMMENDATIONS AND 


IMPLEMENTATION 


From the description of the families 
under study in the preceding section— 
particularly in view of the amount of 
long-standing chronic illness—potentiali- 
ties among them for improvement, or 
even the prevention of deterioration, 
would not seem great. While this proved 
less true than was feared initially, it 
was decided early in the project that, in 
addition to the random samples, a spe- 
cial “C” group of cases should be se- 
lected for diagnostic work-up and treat- 
ment referral. These would provide 


data about and experience with families 
which could be presumed to present 
somewhat better rehabilitation prospects. 

Initially, 241 families were selected 
at different stages by a variety of screen- 
ing devices as the C group. As better 
diagnostic data became available, the 


number was reduced to 144. These 
families were for the most part younger, 
less seriously disabled, more capable of 
vocational improvement, and were pos- 
sessed of other attributes concommitant 
with these basic qualities. The ultimate 
judgment governing the selection of 
these cases, however, was diagnostic and 
prognostic. 

As explained in the introduction to 
this report, Community Research Asso- 
ciates did not introduce new treatment 
facilities into the community. Nor was 
there originally the intention to intro- 
duce new facilities for the direct diagno- 
sis of patients. Data for the diagnostic 
work-up were expected to come from the 
written records of agencies and from 
and through the workers handling the 
families. While the original plan was 
adhered to with respect to social data, 
a medical diagnostic clinic was organ- 


ized in the Health Department to ex- 


amine project cases because of the 
meagerness of prior medical data. Treat- 
ment recommendations were transmitted 
to the agencies through conferences and 
consultation. The project did not have 
administrative or supervisory control 
over the ensuing implementation. 


Treatment Recommended 


In discussing treatment it should be 
remembered that all cases of indigent 
disabled families were receiving some 
kind of service or treatment before the 
project was inaugurated. These services 
continued during the life of the project, 
that is, all disabled persons were receiv- 
ing medical care from physicians, hos- 
pitals, clinics, and so on. Dependent 
families were receiving relief and serv- 
ice from the Welfare Department. The 
Division of Vocational Rehabilitation 
and other agencies were giving services 
to cases which met their intake require- 
ments. 

For the A and C samples, however, the 
project made specific treatment recom- 
mendations to the agencies. These dif- 
fered from the services customarily 
provided in that: (1) they were based 
on a composite diagnosis of the families’ 
medical and social problems; (2) the 
services recommended were systemati- 
cally classified and recorded; and (3) 
generally speaking, they reflected an em- 
phasis on the use of services as part of 
an over-all treatment plan. 


Medical Recommendations 


Table 23 shows the medical services 
provided prior to the project and those 
recommended as a result of its family 
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Table 23—Type of Medical Care Received Prior to Diagnosis and Recommended 
Following Diagnosis for Persons in Indigent Disabled Families, Samples A and C 


Sample A 


Sample C 


Type of Care 
Received or 


After 
Diagnosis 


Prior to 


Diagnosis 


Recommended 


No. Percent 


Total families 
Disabled persons 


Ambulatory Services: 
General physician 
Internist or 

pediatrician 
Physiatrist or 
orthopedist 
Other medical 
specialist 
Dentist 
Hospital inpatient 
care: 
Acute 
Chronic 


Nursing home 


Public health nursing 


psychosocial and medical diagnosis. 
About two-thirds of the disabled persons 
had been receiving services from a gen- 
eral practitioner or family physician, 
usually through the Maryland Medical 
Care Program. In general, a con- 
tinuation of this relationship was rec- 
ommended. Most additional medical 
recommendations related to specialist 
services, relatively few of which had 
been received prior to work-up. In al- 
most all cases the services of an internist 
or pediatrician were suggested for the 
purpose of obtaining further diagnosis, 
or definitive treatment, or both. Other 
specialists’ services were recommended 
in accordance with the requirements of 
specific diagnoses. Public health nurs- 
ing supervision was suggested in about 
twice as many instances as previously 
provided. The number of cases for 
whom inpatient hospital care was rec- 
ommended seems small, but some in- 


NOVEMBER, 1958 


patient treatment undoubtedly was de- 
layed until further diagnostic studies 
could be made. 


Social Services 


A similar comparison of prior social 
services with project recommendations 
cannot be made, since social agencies 
do not normally classify their services 
in a uniform or systematic manner. The 
definition and classification of social 
services as shown in Table 24 repre- 
sented in itself an approach different 
from past practice. 

The comparatively high number of 
recommendations for financial service 
simply reflects the relative need for pub- 
lic assistance in the two samples. The 
limited number of recommendations for 
authoritative services reflect the rela- 
tively small proportion of indigent dis- 
abled families in which official antisocial 


f 
Prior to After 
Diagnosis Diagnosis 
No. Percent No. Percent cent 
152 100.0 152 100.0 188 100.0 188 100.0 
108 71.1 107 70.4 127 67.6 134 71.3 
31 20.4 141 92.8 38 20.2 172 91.5 
9 5.9 23 15.1 16 8.5 40 21.3 
7 4.6 21 13.8 32 17.0 81 43.1 
2 1.3 16 10.5 4 2.1 26 13.8 
5 3.3 13 8.6 32 17.0 37 19.7 
3 2.0 6 4.0 5 2.7 Ff 3.7 
PY 6 4.0 8 5.3 4 2.1 6 3.2 
Po 16 10.5 34 22.4 25 13.3 49 26.1 
29 


Table 24—Social Services 
Disabled 


for Indigent 


Recommended 
Families, Samples A and C 


Sample A 


Recommended Services 


No. 


Per cent 


Total families 
Authoritative supervision 
Financial assistance 
Psychiatric service 
Medical service 
Education and training 
Casework 

Environmental only 

Therapeutic 

(includes environmental) 


125 
3 
82 
13 
125 
30 
104 
85 


19 


100.0 
2.4 


behavior is a problem. The significant 
fact, however, is that environmental * 
casework was deemed sufficient to deal 
with the social factors of the problem 
in approximately two-thirds of these 
families. This is consistent with data pre- 
viously presented regarding the limited 
proportion of severe pathological types 
among these families. It means that the 
casework service needed in two-thirds 
of Washington County’s indigent dis- 
abled families could be provided by the 
present Welfare Department staff, if 
their work was so organized as to make 
this possible. The casework with a 
therapeutic + quality needed in 15 and 
22 per cent of group A and C families, 
respectively, is not now available any- 
where in Washington County. 


Relative Importance of Medical and 
Social Problems 


Since the project dealt with families 
in which there was a mixture of medical 


* Requiring personnel with training and ex- 
perience sufficient to deal with situational 
difficulties ; mobilize and integrate needed spe- 
cialized resources; assist the family in their 
uses, but not sufficient to deal with complex 
emotional problems interfering with the re- 
habilitation effort. 

+ Requiring personnel with training and ex- 
perience sufficient to deal both with situational 
difficulties and complex emotional problems 
interfering with the rehabilitation efforts. 


and psychosocial problems, an attempt 
was made to analyze the relative impor- 
tance of the problems particularly in 
relation to treatment needs. By defini- 
tion, all disabled persons needed proper 
medical care, but in some families this 
was the primary problem and social 
problems were absent or of only a minor 
nature. In other families social prob- 
lems were of such significance that some 
treatment of them seemed necessary, 
both as an approach to adequate medical 
treatment and for the sake of the family’s 
improved social functioning. 

Seventeen per cent of sample A fami- 
lies and 10 per cent of the C required 
no casework of any kind, indicating 
that their problems were almost entirely 
medical (Table 24). At the other ex- 
treme were 15 per cent of A and 22 
per cent of C families that required a 
therapeutic type of casework, indicating 
that while medical problems were pres- 
ent they were at least equaled in impor- 
tance by serious psychosocial problems. 
About two-thirds of both groups, where 
environmental casework only was rec- 
ommended, had both medical and psy- 
chosocial problems of importance. From 
a medical point of view it is significant 
that some type of social casework was 
needed in all but 17 per cent of A fami- 
lies and in all but 10 per cent of the C 


group. 
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Sample C 
No. Per cent 
14 100.0 
4 2.8 
65.6 72 50.0 
10.4 28 19.4 
100.0 14 100.0 
24.0 74 51.4 
83.2 129 89.6 
68.0 97 67.4 i 
= 15.2 32 22.2 
30 


of Families with the Most Severe Family Pathology (Classes 
III, IV, and V) According to Type of Casework Recommeded 
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Type of Casework 


Recommended 


Sample A Sample C 
Severe Pathology Severe Pathology 
(Classes III, IV, (Classes III, IV, 
and V) and V) 


No. 


Per cent Total No. Percent 


Total families 
No casework 21 
Environmental casework 85 
Therapeutic casework 


37.6 59 41.0 

3 14.3 15 3 20.0 
31 36.5 97 30 30.9 
68.4 26 81.3 


Table 25 shows for groups A and C 
the number and per cent in each cate- 
gory that fell into the three more serious 
groups of the Family Classification (III, 
IV, and V) as an indication of the seri- 
ousness of their psychosocial problems. 
In both groups diagnostic judgment re- 
garding casework recommendations cor- 
related consistently, though not exactly, 
with this classification by severity of 
family pathology. In families where no 
casework was recommended only 14 per 
cent and 20 per cent of the A and C 
groups, respectively, fell into the severe 
pathology classifications. On the other 
hand 68 and 81 per cent of the families 
for which therapeutic casework was rec- 
ommended were thus classified. It should 
be pointed out again in this context that 
the preponderance of pathology was of 
Class III, that is, the socially inadequate, 
“leaning on others” type of family, 
_ rather than the more seriously antisocial 


types of Classes IV and V. 


Amount of Treatment 


To what extent were these recommen- 
dations accepted and implemented by 
the principal agencies? In evaluating 
evidence relevant to this question it 
should be remembered that: (1) the 
project was only of three years’ dura- 
tion; (2) it was experimental with re- 
spect to both concepts and procedures— 
these were continually being clarified 


and refined during the course of the 
work; (3) both concepts and proce- 
dures were new to the project and ta 
the agencies’ staffs; (4) all agencies 
were carrying heavy loads in connection 
with their regular and routine duties; 
and (5) the project did not have any 
administrative or supervisory control 
over treatment given either by the co- 
operating physicians or the agencies. 


Implementation 


As has been already explained, when 
the treatment plan was completed by the 
project staff, it was discussed with an 
agency worker and supervisor; imple- 
mentation was then to be carried out by 
the community agency primarily respon- 
sible for the family. Usually, but not 
invariably, this was the agency report- 
ing the family to the project. If several 
agency or professional services were re- 
quired, the agency designated as “pri- 
mary” was expected to arange for this 
and to follow progress as indicated. 
Table 26 summarizes the extent to which 
treatment plans were carried out on the 
two groups of families. A plan was not 
considered completed unless all recom- 
mendations, both medical and social, had 
been carried out. 

Although recommendations were com- 
pletely carried out in only a negligible 
number of cases, in the great majority 
of cases they were not only undertaken 


Table 26—Extent to Which Treatment Plans Were Implemented, 
Samples A and B 


Status of Treatment Plan 


Total families 
Completed 
Partly completed 
Not undertaken 


but partly completed. In only one- 
quarter of the random sample, and in a 
much smaller proportion of the selected 
C cases, no attempt was made to carry 
them out. This is evidence of the agen- 
cies’ cooperative willingness and intent, 
which increased during the later stages 
of the project, as concepts clarified, pro- 
cedures firmed up, and mutual under- 
standing increased. Finally, it should 
be made clear that some of the recom- 
mended services were not available in 


Washington County. 


Time in Treatment 


The relatively short time during which 
a high proportion of the families were 
in treatment (Table 27) is due in part 
at least to the new and experimental na- 
ture of the project. Although cases be- 
gan to be processed when the project 
started, it took at least a year to get 
fully organized and oriented. In the 
final six months of the project the staff 
was necessarily preoccupied with the as- 


sembly, analysis, and evaluation of 
materials. 

About 70 per cent of group A families 
and 96 per cent of those in group C 
were under treatment for less than one 
year. This difference was due to the 
fact that group A families were selected 
and worked up first. The time period 
indicated actually is maximal, since not 
infrequently, over fairly long periods 
of time, agency personnel were unable to 
work actively with families. This was 
largely due to the pressure of regular 
duties. Even if it had been possible to 
make active use of the full time avail- 
able, one year is a very limited period 
in which to expect results with the types 
of problems present. There were some 
exceptions to this, particularly among 
the C families carried by the Division of 
Vocational Rehabilitation. In some of 
these families the principal problem con- 
sisted of a specific medical disability 
which, if curable at all, could sometimes 
be taken care of quickly by surgery or 
specific medical therapy. 


Table 27—Length of Time Families Were in Treatment 


Time in Treatment 


Total families 
Under 6 months 
6-11 months 
12-17 months 

18 months or over 
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Sample A Sample C 
pl No. Per cent No. Per cent 
125 100.0 144 100.0 
4 3.2 4 2.8 
89 71.2 123 85.4 
32 25.6 17 11.8 
Sample A Sample C 
P| No. Per cent No. Per cent 
125 100.0 14 100.0 
55 44.0 53 36.8 
33 26.4 85 59.0 
29 23.2 6 4.2 
8 6.4 
32 
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Criteria 


“Prognosis” as a tool in classifying 
caseloads according to rehabilitation 
and treatment potentialities is feasible 
only if criteria are available for meas- 
uring change in relation to precise ob- 
jectives. An important purpose of the 
project therefore was to develop methods 
for predicting potentialities and measur- 
ing actual movement toward them in 
each case or family. Three separate in- 
dexes were used: (1) degree of indi- 
gency; (2) degree of disability; and 
(3) degree of achievement of rehabilita- 
tion goals. 


Degree of Indigency 


Since all families were indigent to 
some degree, the first index was based 
on the extent to which the family could 


become more economically self-sufficient . 


and less financially dependent on the 
community. The following scale was 
developed with six steps upon which to 
register change from complete depend- 
ency to complete self-sufficiency. 


1. Self-sufficiency: 

a. Total: total income derived from earn- 
ings, pensions, or Social Security to pro- 
vide food, clothing, shelter, medical care 
(nondependent) 

b. Partial: income derived from earings, 
pensions, Social Security, plus assistance 
from relatives 

2. Medical indigency only, no assistance for 

food, clothing, shelter: 

a. Medical care from Health Department or 
other community agency, but not certified 
for Maryland Medical Care Program 

b. Certified for Maryland Medical Care Pro- 
gram 

3. Dependency: 

a. Partial: income from earnings, pensions, 

relatives, and public assistance 


SECTION V: REHABILITATION POTENTIALITIES AND 


b. Total: all income for support from public 
assistance. 


This scale, while quite objective, was 
found as the project developed to have 
certain deficiencies. It was not suffi- 
ciently sensitive to minor changes in the 
amount of relief or medical care needed 
by the family. It did not allow for 
movement in dependency status result- 
ing from a change in the family 
make-up; for example, in certain cases 
death of the disabled member relieved 
the family of financial burdens which 
in turn resulted in improvement of de- 
pendency status on the scale. Neverthe- 
less, this scale proved useful, both di- 
rectly and to measure results in terms of 
degrees of improvement or deterioration. 


Degree of Disablity 


This refers to the total effect of dis- 
ability upon the functioning of the dis- 
abled person and reflects movement up 
or down on the following scale: 


1. Needed constant assistance 

2. Confined to a wheelchair 

3. Needed some assistance 

4. Unable to engage in usual activity 
5. Limited occupational activity. 


This index again, while reasonably ob- 
jective, also proved to have certain 
weaknesses: 


1. It did not adequately register minor 
changes in the individual’s functional capacity. 

2. Since it measured functional disability 
only, it was not an adequate measure of the 
status of the medical condition. This was par- 
ticularly important since so many of the ill- 
nesses were degenerative diseases in which 
seriousness was not necessarily correlated with 
disability. 

3. A third weakness, not entirely related to 
the scale, was that many of the illnesses were 
long-standing and of such a nature that the 
patients could not respond quickly—even when 


properly treated—in terms of disability. In 
these cases, little change could be shown 
within the time limits of the project, which 
accounts for the high proportion showing “no 
change.” 


Achievement of Rehabilitation Goal 


The third criterion was less objective 
than the preceding two, but in some 
ways more meaningful for the types of 
families studied. It consisted of the se- 
lection of one of the following rehabilita- 
tion goals as being most appropriate for 
the disabled person and the measure- 
ment of full, partial, or no achievement 
of the selected goal. 

Vocational goals: 
Employment outside the home 
Sheltered or homebound employment 


Nonvocational goals: 
Housework and/or child care 
Improved self-care 
Prevention of increased physical disability 
and/or institutionalization 


Selection of an appropriate goal was 
judgmental, of course, as was the evalua- 
tion of the degree of achievement. How- 


ever, from the practical working point 
of view it provided a realistic approach. 


Potentiality as Measured by Outcome 
In Relation to Indigency 


Actual movement or change between 
the initial diagnosis and final evaluation 
as measured by these three sets of cri- 
teria gives the best factual indication of 
the potentiality for improvement in these 
families. This does not take into ac- 
count the degree to which the special 
treatment recommended by the project 
was carried out. 

In Table 28 it will be seen that a total 
of 27 random and 33 selected sample 
families were totally or partially self- 
sufficient financially at the time of eval- 
uation as compared to none at diagnosis. 
It is not without interest to note, how- 
ever, that in 14 A families and two C 
families, where death of a disabled per- 
son occurred in multiple member fami- 
lies, release from this financial burden 
was followed by improvement in the 
family’s indigency status. When this 
reason for improvement is eliminated, it 
is shown in Table 29 that 20, or about 
one-sixth of the A families, and 45, or 
31 per cent, of the C families improved 


Table 28—Level of Indigency at Diagnosis and at Evaluation, 
Samples A and C 


Sample A Sample C 


Level of Indigency 


At At At At 
Diagnosis 


Evaluation 


Evaluation Diagnosis 


Total families 
Self-sufficient 
Total 
Partial 
Medically indigent only 
Not certified for medical care program 
Certified for medical care program 
Dependent 
Partial 
Total 


No family (death) 


Ai family 


* Fourteen influenced by death of dependent or 


+ Two influenced by death of dependent or medically ras ose family member. 
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125 125 
25 * 32t 

2 -- 1 

26 16 39 29 

17 16 32 32 

10 6 19 1 

72 49 54 38 

34 


INDIGENT DISABILITY 


Table 29—Degree of Change in Indigency Level from Date of 
Diagnosis to Date of Evaluation, Samples A and C 


Sample C 


Degree of Change 
in Indigency 


Total families 

Marked improvement 
Some improvement 

No change 

Some deterioration 
Marked deterioration 
No family at evaluation 


* Fourteen influenced by death of dependent or 


ai lly indigent 


+ Two influenced by death of dependent or medically indigent famil 


their financial status. If families with 
deaths of disabled person members are 
removed from the total as well as the 
improvement figures, the A group im- 
provement becomes 20 per cent. The 
better record for the C group was to be 
expected, for these families were initially 
selected as being somewhat better 
prospects. 

Since treatment plans were only par- 
tially implemented, the fact that at least 
one-sixth of the random sample improved 
their indigency status would seem to in- 
dicate potentialities within the total in- 
digent disabled group that warrant con- 
structive and systematic community 
attention. 


Table 30—Degree of Change 
Diagnosis to Date of Evaluation, Samples A and C 


In Relation to Disability 


Considering the types of chronic ill- 
ness found in the disabled persons, one 
could not expect great improvement in 
their condition even with the best medi- 
cal care. Table 30 summarizes the de- 
grees of improvement or deterioration 
from diagnosis to evaluation. Only 6 
per cent of the disabled in the A sample 
showed improvement. Those in the C 
(selected) group showed considerably 
more improvement—24 per cent. Most 
of these changed only one step on the 
disability scale, which was considered 
reasonable improvement for the time 
available. The fact that this was a 


in Disability Status from Date of 


Degree of Change in 
Disability Status 


Total persons 

Marked improvement 
Some improvement 

No change 

Some deterioration 
Marked deterioration 
Died prior to evaluation 


Sample A | 
po No. Per cent No. Per cent 

125 100.0 14 100.0 

30° 24.0 427 29.2 

4 3.2 5 3.4 

78 62.4 93 64.6 

1 0.8 2 1.4 

1 0.8 1 0.7 

ll 8.8 1 0.7 

member. 
member. 
Sample A Sample C 
pe No. Per cent No. Per cent 

152 100.0 188 100.0 

4 2.6 12 6.4 

5 3.3 33 17.6 

106 69.8 132 70.2 

3 2.0 4 2.1 

4 2.6 1 0.5 

30 19.7 6 3.2 
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younger group may be indicative of 
the greater potentiality for improvement 
when diagnosis and treatment can be 
carried out reasonably early in relation 
to the onset of the chronic conditions 
causing disability. 


In Relation to Rehabilitation Goals 


The assignment of a rehabilitation 
goal for disabled family members was 
first used as a part of the screening proc- 
ess in selecting families for group C. 
Thus the individual’s potentiality for im- 
provement was considered in relation to 
what seemed to be a reasonable goal, 
taking into consideration the medical 
and social information available at that 
time. Later it was seen that such a 
classification might be useful as a prac- 
tical measure of achievement. There- 
fore, most of the disabled in the random 
samples were so classified and goals were 
set. 
Table 31 shows the goals set for the 
A and C samples. As might be expected, 
nonvocational outnumbered vocational 


goals in the random group nearly 
three to one. The reverse was 
true in the C group where 60 per 
cent of the goals were vocational. 
Of the disabled persons over 55, only 
about 14 per cent in the random group 
and about 25 per cent in the selected 
group were assigned goals either of 
paid employment or household manage- 
ment. All younger persons in both 
groups were assigned vocational goals. 

Evaluation of goal achievement was 
judgmental, as had been the original se- 
lection of the goal. In order to be as 
objective as possible, a series of criteria 
were set up for each category to serve 
as the basis for determining full 


achievement, partial achievement, or 
nonachievement of the goal assigned. 
The complete outline of these criteria is 
quite long and will not be given here,* 
but Table 32 shows the results of the 
application of the “full and _ partial 


* Detailed information may be obtained 
from Community Research Associates, 124 E. 
40th Street, New York 16, N. Y. 


Table 31—Rehabilitation Goals Set for Disabled Persons, Samples A, B, and C 


Sample A 


Sample B Sample C 


No. Per cent No. 


Per cent No. Percent 


Total families 

Total disabled persons 

' No goal set for disabled person 

Persons for whom goals were 
established 


Goals: 
Vocational: 
Employment outside home 
Sheltered or home bound 
employment 


Nonvocational : 
Housework and/or 
child care 
Improved self-care 
Prevention of increased 
physical disablement 
and/or institutional care 


188 
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125 125 
152 142 a 
22 23 18 
130 100.0 119 100.0 170 100.0 
29 «22.3 28 82 48.2 
R 6.2 9 7.6 19 11.2 
8 6.2 4 2.4 
310 23.8 29 16 9.4 
54s 41.5 53 4.5 499 (28.8 
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Table 32—Achievement of Rehabilitation Goals, Samples A and C 


Type of Goal and 


Sample A Sample C 


Degree of Achievement 


Per cent Per cent 


Persons with vocational goals 
Fully achieved 
Partly achieved 
Not achieved 


Persons with nonvocational goals 
Fully achieved 
Partly achieved 
Not achieved 


All persons with goals 
Fully achieved 
Partly achieved 
Not achieved 


Cause 


SRES BREE 


SSSs KER 


achievement” criteria to both the A and 
C groups. 

Full achievement for both vocational 
and nonvocational goals was 17 per cent 
for the A group and 34 per cent for the 
C group. In addition, about 30 per cent 
of both groups had made partial progress 
toward achievement. 

For those assigned vocational goals, 41 
and 43 per cent of the A and C groups, 
respectively, reached full achievement. 
While this seems particularly good for 
the random group, it should be recalled 
that only 28 per cent were assigned voca- 
tional goals, so that the results were re- 
lated to proper selection. 

Almost no full achievement of non- 
vocational goals was found in_ the 
random sample and only 20 per cent in 
group C, although considerable partial 
progress toward achievement was made 
by both groups. In most cases partial 
progress meant improvement in self-care 
without actual change in the disability 
scale or improved use of medical or 
social services. 

Certain subgroups of families were 
analyzed in regard to full achievement 
of both vocational and nonvocational 


goals. Detailed tabulations are not 
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given here, but the following summary 
results are of some interest. 

Disabled persons with orthopedic 
diagnoses showed full achievement in 10 
per cent of the A group and 23 per cent 
of the C group, while those with various 
types of heart disease had 9 and 22 per 
cent in the A and C groups, respectively. 
In both instances, the achievement re- 
sults were somewhat lower than for the 
groups as a whole. On the other hand, 
persons with diagnoses of mental and 
emotional disorders showed full achieve- 
ment in 24 and 31 per cent of A and C 
groups, respectively, which was better 
than average for the total of group A 
patients, 

Some indication of the importance of 
time in treatment was found in the fact 
that 43 per cent of the goals were achieved 
in the C group when treatment was con- 
tinued for more than six months, in 
contrast to 23 per cent when the treat- 
ment period was less than six months. 
In the A group, where treatment covered 
12 months or more, 22 per cent achieved 
their goal as compared with 15 per cent 
when it was less than 12 months. 

Achievement of goal in relation to 
duration of disability showed that in 


37 
15 
4 
18 
93 
7 
35 
51 
130 
22 
39 
69 
37 


Table 33—Achievement of Rehabilitation 


Goal, by Severity of 


Family Pathology, Samples A and C 


Sample A 


Sample C 


Full 


Total with 
Total Goal 


Family 
Classification 


Full 
Achievement 
Total with 


Total Goal No. Percent 


Total families 125 114 


I and Il—least 
severe 74 
IIT, IV, V—most 


severe 47 


Unclassified 4 2 


35.9 


29.8 
60.0 


9.5 
50.0 


Nore: If more than one person was disabled in a family, results are based on the person most important to 
functioning. 


group A, persons whose disability was 
less than five years’ duration achieved 
their goal in about twice as high a pro- 
portion as when it was of longer dura- 
tion. In group C the results were about 
the same regardless of duration. 


Achievement According to: (1) Family 
Types, (2) Substitute Families 


Table 33 shows the level of achieve- 
ment of rehabilitation goals according 
to family pathology classifications for 
samples A and C. Because of the small 
numbers involved, Classes I and II were 
put together as “least severe,” and 
Classes III, IV, and V as “most severe.” 
Tt will be seen that in both the random 
(A) and selected (C) groups best re- 
sults occurred in families at the least 
severe pathological level, although 
achievement in both classifications was 
at a higher level in the selected sample. 
This indicates the relationship between 
rehabilitation potentialities and family 
and social functions, especially in re- 
spect to vocational goals. It also points 
up the usefulness of the family classifica- 
tion in selecting families for treatment 
priorities. 

It was reported earlier that a signifi- 


cant number of disabled persons lived 
with substitute families. As shown in 
Table 34, 80, or 32 per cent, of the 250 
families in groups A and B were so 
classified. The type and extent of sup- 
port being provided by substitute fami- 
lies were important to note. Emotional 
support was ‘given in all cases and 


Table 34—Services Rendered by Substi- 
tute Families to Disabled * Persons 


Services Rendered by 
Substitute Families 


Total substitute families 
Financial help 
Supervision of mentally 
incompetent 
Health care 
Physical assistance in 
daily living 
Emotional support 
Delay or prevention of 
institutional care 
Important 
Not important 


Ss an si 
oo oo 


RSS 


* Nonrelati or relati other than spouse or chil. 
dren, whether living in same household or not. 
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Achievement 
42 4 59 17 
5 
| 
Aged 55 and Over in Groups . 
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Substitute 
Families | 
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35 
17 
36 
32 
80 
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13 
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Table 35—Disabled Persons 55 or Over Living with Natural Substitute and Non- 
substitute Families Compared in Regard to Achievement of Rehabilitation Goal 


Degree of Achieve- 
ment of Reha- 
bilitation Goal No. 


Natural! Family 


Per cent 


No 
Substitute or 
Natural Family 


Substitute 
Family 


No. Per cent No. Percent 


Total persons— 
55 or over 
Fully achieved 
Party achieved 26. 
Not achieved 64. 
No goal assigned 1. 


financial aid, health care, and assistance 
in daily living in from 40 to 45 per cent 
of the families. The judgmental opinion 
that in three-quarters of the cases 
the assistance rendered was important 
in preventing or delaying the necessity 
for nursing home or institutional care 
is not without practical significance to 
the community. 

Further evidence of the significance of 
the role of substitute families is shown 
in Table 35 in which achievement of 
rehabilitation goals by disabled persons 
55 and over from groups A and B living 
with substitute families is compared with 
achievement of those living in natural 
families and those living with neither. 
Complete achievement was small for all 
groups, but partial achievement in sub- 
stitute families compared favorably with 
that of disabled persons living with natu- 
ral families. To discover the full mean- 


ing of this will require further study, 


but the number of substitute family rela- 
tionships and the fact that disabled per- 
sons did as well as they did when living 
with them certainly emphasizes the im- 
portance of the substitute role. 


Prognostic Accuracy 

Ability to assess rehabilitation poten- 
tiality is of obvious importance to the 
efficient case management of the com- 


munity’s indigent disability load. As 


preceding data have shown, these cases 
are heavily weighted with aged persons. 
Medical conditions are chronic and 
severe; their cost to the community is 
very great; for a large proportion, re- 
habilitation potentialities are not pres- 
ent. But for a not insignificant propor- 
tion such potentialities are present and 
it is these cases which should be identi- 
fied and have the needed services con- 
centrated upon them. 

With respect to rehabilitation criteria 
applicable to the family’s indigency 
status and the disabled person’s disabil- 
ity status, project procedures were set 
up to test the staff's prognostic accuracy. 
At the time of diagnosis, prediction was 
made as to whether or not the case 
would “improve,” “not change,” or 
“deteriorate,” in terms of these criteria, 
during the life of the project. This 
prediction was made on the assumption 
that the recommended treatment plan 
would be carried out. At the time of 
final evaluation, the accuracy of the 
prognoses was scored in relation to 
actual outcome: perfect—correct level 
in the six-step scale; fair—one step 
above or below; error—two or more 
steps off. All deaths in single person 
families were recorded as errors. 

The summary Table 36 shows the de- 
gree of accuracy of prognoses made in 
relation to indigency in group A fami- 
lies. For all families, 61.6 per cent of 


0 80 100.0 46 100.0 
0 
2328.8 6 —-:13.0 
54 «67.5 3269.6 
4 1 1.2 8.7 
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Table 36—Accuracy of Prognosis in Relation to Changes in 
Indigency Status, Sample A 


Sample A 


of Accuracy 
of Prognosis No. 


Treatment Plan 
Not Undertaken 


Treatment Plan 
Undertaken 


No. Percent 


Total families 125 
Perfect 77 
Fair 8 
Error 40 


93 100.0 
66 71.0 

6 6.5 
21 22.5 


the prognoses were correct and this was 
increased to 71 per cent when the treat- 
ment plan was undertaken. 

Similar prognoses were made relative 
to disability with similar results. For 
the 152 disabled persons, 66.7 per cent 
of the prognoses were perfect and 77.9 
per cent were correct when the treatment 
plan was partially or completely carried 
out. Only 31.6 per cent were correct 
when the treatment plan was not imple- 
mented, 

Prognoses were not made relative to 
achievement of rehabilitation goals. 
However, the basis of selection of C 
families—those having better potential 
than the group chosen at random—in 
itself served as a prediction though a 
somewhat less precise one. Since 63 per 
cent of C families either fully or partly 
achieved rehabilitation goals, this is 
further testimony to a reasonable capac- 
ity to select and predict outcome. 

It seems evident that skilled workers 
can prognose rehabilitation potential 
with reasonable accuracy if the data are 
adequate and if recommended treatments 
can be even partially carried out. 


Outcome: A vs. B Families 
As explained earlier, the B group of 


125 families was set up to serve as a 
control group for the similarly selected 
A group in the earlier stages of the 
project. Diagnostic work-ups were made 


for both groups, but treatment plans 
were not formulated and given to the 
agencies for the B group. At this point 
also, the indexes conceived for measur- 
ing improvement or retrogression related 
only to levels of indigency and disability. 
The concept of “rehabilitation goals” 
and the selection of the C group to give 
experience with more favorable families 
both developed later. There was no con- 
trol group for the C cases. 

Table 37 shows the relative improve- 
ment, “no change” or deterioration be- 
tween the A and B groups, with respect 
to their indigency status among depend- 
ent and medically indigent families. 

Improvement in the total A (treat- 
ment) group appeared to be about the 
same as in the B (control) group; in 
tact, if families with deaths of disabled 
members are eliminated, the improve- 
ment rate is slightly lower in the former. 
There are several possible explanations 
for this: the number of A families for 
which treatment was incomplete; inabil- 
ity to hold the B group as a completely 
nontreated or control group; and the 
fact that implementation of treatment 
plans frequently resulted in continuation 
of the use of community services thus 
preventing classification as self-sufficient. 
On the other hand, in the noncertified 
group of medically indigent controls, 
discontinued use of public health clinics, 
for example, resulted in classification as 
“improvement,” because community re- 
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100.0 32 100.0 

61.6 ll 34.4 
6.4 2 6.2 
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Table 37—Degree of Change in Indigency Level from Date of Diagnosis to 
Date of Evaluation, Samples A and B 


Change in 
Indigency Status 


Total families 

Marked improvement 
Some improvement 

No change 

Some deterioration 
Marked deterioration 
No family at evaluation 


Dependent at diagnosis 
Marked improvement 
Some improvement 
No change 
Some deterioration 
Marked deterioration 
No family at evaluation 


Medically indigent only 
at diagnosis 

Marked improvement 
Some improvement 
No change 
Some deterioration 
Marked deterioration 
No family at evaluation 


SS 
coc OS Oh 


ENO: 


* Nine dependent. 


Five medically indigent only—marked improvement due to death of depend or dically i 


+ Four dependent. 


Two medically indigent only—marked improvement due to death of dependent or dically indigent family 


sources were no longer being used. This 
shows up in the form of apparently 
better results for group B than group A 
in relation to families which are medi- 
cally indigent. 

In an effort to determine how these re- 
sults compared with usual experience, an 
analysis was made of all dependent dis- 
abled families on the welfare rolls. Over 
the same period of two years about 10 
per cent, or 5 per cent per year, were 
discharged because they had become 
self-supporting. Since the dependent 
families in groups A and B (excluding 
families with deaths) showed 17 and 15 
per cent improvement, respectively, it 
would appear that both groups did some- 
what better than families receiving usual 
services. 


It will be recalled that none of the 
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three sample groups showed great po- 
tentiality for improving the level of their 
disability status. Table 38 contrasts the 
A (treatment) and B (control) groups 
in this respect. 

The A families make the best showing 
in comparison with the B families in the 
achievement of rehabilitation goals, as 
may be seen from Table 39. These were 
goals selected on the basis of diagnoses, 
as best suited to the particular case and 
as a focus for treatment effort. The 
achievements of the A families in rela- 
tion to those of the B families were in a 
ratio of about two to one for those with 
vocational goals and were much higher 
than this for the nonvocational goal 
groups. 

As was already indicated, the project 
was not primarily designed to provide 


Sample A Sample B 
P| No. Per cent No. Per cent 
125 
30* 
4 
78 
1 
1 
ll 
82 
20* 
3 
51 
1 
"8.5 12.9 
~ 43 100.0 40 100.0 
10° 23.3 12+ 30.0 
1 2.3 1 2.5 
27 62.8 17 42.5 
"2.3 "2.8 
4 9.3 7 17.5 
sdigent family member. 
member. 
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Table 38—Degree of Change 


in Disability Status from Date of 


Diagnosis to Date of Evaluation, Samples A and B 


Sample B 


Change in 
Disability Status 


Total disabled persons 
Marked improvement 
Some improvement 

_ No change 

Some deterioration 
Marked deterioration 
Died before evaluation date 


ll 
4 
31 


the elements necessary to compare effec- 
tively the results of treatment based on 
a psychosocial family diagnosis with 
those derived from the usual provision 
of medical and social service. Such a 
test, under better controlled clinical cir- 
cumstances conducted over a longer 
period of time, obviously is desirable. 


Summary 

In spite of long-standing, multitudi- 
nous problems in the indigent disabled 
families studied and the incompleteness 


of treatment, several important facts 
have clearly emerged from these data: 
1. Improvement in indigency status and 


achievement of reasonable rehabilitation goals 
in one-sixth or more of the indigent disabled 
families were found possible, even among those 
selected at random and receiving treatment 
over a limited period of time. 

2. Measurable decrease in disability result- 
ing from chronic cenditions was rarely 
achieved, but considerable improvement in 
medical treatment and use of medical services 
was noted repeatedly by the staff of the project. 

3. Selection of families with better reha- 
bilitation potential was shown to be practically 
possible as indicated both by the accuracy 
of the prognoses and the greater degree of 
improvement in the group C families. Selec- 
tion tools, some of which need further study, 
include the use of the Classification of Family 
Types, assignment of specific rehabilitation 
goals, and prognosis as a measure of poten- 
tiality. 


Table 39—Achievement of Rehabilitation Goals, Samples A and B 


Type of Goal and 


Sample A 


Sample B 


Degree of Achievement 


Z 


Per cent Per cent 


Persons for whom vocational 
goals were set 
Fully achieved 
Partly achieved 
Not achieved 


Persons for whom nonvoca- 
tional goals were set 
Fully achieved 
Partly achieved 
Not achieved 


Total persons for whom 
goals were set 
Fully achieved 
Partly achieved 
Not achieved 


— 


Nous 
~ 

2s 


cauo 

an 
Ba 
ance or acd 


23.8 
move 
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Sample A 
152 100.0 142 100.0 ; 
4 2.6 3 2.1 
5 3.3 3 | 
106 69.8 90 63.5 
3 2.0 Ten 
4 2.6 2.8 
30 19.7 21.8 
No. 
37 | 
15 
4 
18 
93 
7 
35 
51 
130 100.0 
22 8.4 
39 12.6 
69 79.0 
42 


Potentialities vs. Cost 


Indigent disability has been defined, 
identified, and found to be an important 
community problem in Washington 
County, Md. It is well recognized that 
chronic illness and disability are in- 
creasing in the population as a whole 
and this is no less true in indigent fami- 
lies. Actually, the concentration of dis- 
ability in dependent families has been 
demonstrated. 

Services to indigent disabled families 
are costly to the community; to provide 
these services a high proportion of total 
health and welfare funds is being spent 
on less than 5 per cent of all families 
in the community. This group of fami- 
lies is characterized by the presence of 
many long-standing medical and social 
problems and the utilization of many 
services from many agencies. Depend- 
ent families are found to be consistently 
more burdened than the medically indi- 
gent families. 

During the course of this project a 
small but worth-while proportion of all 
indigent disabled families improved their 
indigency status and achieved a reason- 
able rehabilitation goal. A program 
focused on such objectives should be 
economically feasible for a community. 
In Washington County, if 10 per cent of 
the dependent disabled families alone 
became self-sufficient each year instead 
of the usual 5 per cent, 33 more families 
would leave the relief rolls. Since the 
average cost to the community per de- 
pendent disabled family is about $1,000 
per year, this would result in a potential 
saving of up to about $30,000 which 
could more than pay for the costs in- 
volved in such a rehabilitation program. 
Reduction in community cash cost for 


medically indigent families would be 
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less, but potential savings by prevent- 
ing subsequent dependency could be 
much greater. While significant measur- 
able decrease in disability was not dem- 
onstrated, there was evidence of im- 
proved medical care and indication that 
even more improvement could be ex- 
pected following longer treatment. 

An important contribution of the study 
was the demonstration that selection 
of families with better than average re- 
habilitation potential is possible. Ac- 
curacy of selection increased when more 
complete data had been obtained, par- 
ticularly about medical problems, but 
practical first-level screening was possi- 
ble with agency data. It should be 
reemphasized that the greatest achieve- 
ment was in families with the fewest 
problems of the shortest duration. It 
follows, then, that to achieve optimum 
results, screening, diagnosis, and treat- 
ment should take place at the earliest 
possible time—at intake or before. 

In contrast to the Minnesota and San 
Mateo projects the Washington County 
project did not conclude with firm plans 
for continuation and adaptation of its 
program under local or state auspices 
and financing; an exception is the con- 
tinuation of the diagnostic clinic by the 
Washington County Health Department. 
At no point during the project, in fact, 
had it seemed likely that local Washing- 
ton County resources in special funds 
and personnel would be sufficient to 
make possible continuation of the pro- 
gram. In the later stages numerous ex- 
ploratory discussions were held with 
representatives of the State Departments 
of Health and Welfare and the State 
Division of Vocational Rehabilitation. 
Though there was genuine interest in 
the application of the project’s concepts 


and procedures in other Maryland areas, 
joint working plans have not thus far 
developed. 

However, this project, like the other 
two, was essentially an experiment in 
community planning. Its aim was to 
discover any possibilities for prevention 
and better control of this important and 
costly community problem and what it 
might take to achieve them. Project 
data relevant to the first point have been 
presented in preceding sections. This 
report concludes with comments and ob- 
servations regarding the second. 


Program Structure 


It is clear that in Washington County 
the principal responsibility for the prob- 
lems of the indigent disabled falls upon, 
and is fairly evenly divided between, the 
Health Department and the Welfare De- 
partment. Resources for vocational 
counseling and rehabilitation are needed, 
but only a small number of indigent 
families meet the present intake stand- 
ards of the Division of Vocational Re- 
habilitation. 

The present program structure is 
hampered by the fact that the division 
of responsibility between the two de- 
partments is not clear cut. Division of 
administrative responsibility is confused. 
The Welfare Department is generally 
responsible for dependent families, but 
has no responsibility for medically in- 
digent families. The Health Depart- 
ment, on the other hand, is responsible 
for medical care for both dependent and 
medically indigent families and provides 
no casework service. Functionally, the 
Welfare Department is responsible for 
casework service to the families in its 
load, but not for medically indigent 
families. 

Theoretically, at least, mutual sponsor- 
ship of a program by the two depart- 
ments with a jointly appointed skilled 
caseworker responsible for consultation 


and coordination of the program would 


seem to be an advantageous plan in this 
Maryland community. Under such an 
arrangement the reporting system could 
be located in either department, the 
Health Department arranging adequate 
medical work-ups, the Welfare Depart- 
ment furnishing needed casework, and 
both staffs participating in screening, 
diagnosis, and treatment for both de- 
pendent and medically indigent families. 

If complete coordination is not pos- 
sible, for legal or other reasons, each 
department could carry out the program 
for the segment of the group for which 
it has prime responsibility. Thus the 
Welfare Department could concentrate 
on dependent families by assigning su- 
pervisory responsibility to a trained 
social worker who has medical orienta- 
tion. Certification and payment for 
medical service under the Maryland plan 
would still come through the Health De- 
partment. The Health Department could 
carry out a similar program for the 
medically indigent by obtaining the 
services of professional caseworkers 
to work with the nursing staff. Such 
an approach would be less than ideal 
and duplication of reporting systems 
might be necessary, but it would result 
in better diagnosis and treatment of 
indigent disabled families than is now 
possible. 

Today in some communities health 
departments do not have medical care 
responsibilities of any kind. In such 
areas full responsibility for such a pro- 
gram might fall on the welfare depart- 
ment, including arrangements for and 
purchase of adequate medical examina- 
tions. However, health departments 
would do well to try to accept their 
proper responsibilities if community 
medical services are not to be completely 
taken over by nonmedical agencies. 

Vocational rehabilitation agencies can 
and should play an important role in any 
community control program. However, 
as long as present legal restrictions limit _ 
their services to individuals with voca- 
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tional potentialities, these agencies can- 
not take over-all responsibility for reha- 
bilitation within any specific population 
group. Agency representatives should 
serve as consultants and counselors when 
vocational possibilities are being con- 
sidered and should participate in joint 
planning. 

In Washington County, Md., then, it 
is clear that the Health and Welfare De- 
partments are the agencies having a key 
relationship to the restructuring of serv- 
ices designed to focus on prevention and 
control of indigent disability. Some de- 
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gree of joint planning and coordination 
of services will be essential if possible 
results, as indicated by the project find- 
ings, are to be achieved. 

In other communities, the approach 
may have to be modified to fit existing 
agency structure and_ responsibility. 
Health agencies should be particularly 
interested in participating in the type of 
program outlined as a partial approach 
to the difficult job of chronic disease 
control. The opportunity for leadership 
exists and should be welcomed by pub- 
lic health personnel. 


Three principal methods were used in 
the project: (1) uniform central report- 
ing on a family unit basis by all agen- 
cies dealing with indigent disability; 
(2) systematization of the processes of 
family psychosocial diagnosis, treatment 
formulation, prognosis, and evaluation; 
and (3) clinical diagnostic work-up by 
specialists in internal medicine. The 
first two methods are new, developed by 
Community Research Associates in this 
and other projects. A new feature of 
the medical diagnostic clinic was the use 
of its findings as part of a family psy- 
chosocial diagnostic approach. 

It is the judgment of this report that 
all three of these methods are funda- 
mental to any community plan for the 
control and prevention of indigent dis- 
ability. They need further refinement 
and adaptation; under proper guidance 
and supervision, however, they now can 


be used in other communities. 


Uniform Reporting 


The project reporting system is more 
comprehensive than most systems, since 
it includes: uniform and regular reports 
to a central point by all community 
agencies; reports on a family basis; and 
in addition to data for identification pur- 
poses, enough information on which to 
base preliminary screening decisions. 
This is essential if a planned and inte- 
grated community program for the pre- 
vention and control of indigent disabil- 
ity, or any other family problem, is to 
be carried out. 

The Family Unit Reporting System 
card used for reporting was originally 
developed for the St. Paul study in 1948. 
It has been simplified somewhat and 
modified to fit the needs to the specific 
projects. It is so designed that family 


or individual data can be related to the 
family unit. Three kinds of information 
are provided for: 

Family Identification and Composition— 
Similar to a family roster as used in many 
public health records. 

Problems—Welfare reports, in particular, 
have in the past been oriented to “provision 
of service” rather than “solution of problems.” 
In this record, the latter are classified accord- 
ing to the broad categories of dependency, ill- 
health, and maladjustment, as well as more 
specific subclassifications of known specific dis- 
eases, disordered behavior episodes, and so 
forth. 

Services—These include services previously 
provided through the agencies, such as finan- 
cial assistance, casework, authoritative super- 
vision, and specific medical services. 


These records, gathered and cumula- 
tively filed constitute a “roster,” i.e., a 
permanent family file, similar to many 
public health “case or family registers,” 
which is kept up to date by the addition 
of newly reported families and new in- 
formation on previously reported ones. 


Systematization of Therapeutic 


The new aspect of this second method 
was its formalization and integration, on 
a family basis, of many kinds of data, 
relating to the basic processes of diag- 
nostic formulation, treatment planning, 
prognosis, and evaluation. The princi- 
pal tool through which this was accom- 
plished was the “Family Classification 
Schedule.” * 

This 16-page record was devised to 
provide uniform and organized data on 
which to base a comprehensive treatment 
plan. In addition, it required recording 
of the over-all family diagnosis, specific 
prognoses, steps taken in carrying out 

* Not to be confused with Family Classifica- 
tion of Pathology, pages 6, 31, and 38. 
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treatment, and evaluation of progress 
or retrogression at periodic intervals. 
Its effectiveness depends to a large de- 
gree on the professional competence of 
its user and considerable orientation 
and instruction in the basic concepts 
and processes involved are necessary. 

This schedule emerged after consid- 
erable trial and error in all three pro- 
jects, resulting in a generic form being 
developed by the fall of 1956. Since it 
was devised originally as a research tool, 
experience has shown that it needs 
further modification, particularly for 
routine agency use. It is currently in 
process of revision for this reason. 

As used by the project it contained the 
following kinds of data: 

1. Identifying information about the family 
and its individual members in considerably 
more detail than on the Family Unit Reporting 
System card. 

2. Guides for diagnostic work-up; history of 
past problems, medical and —— 
agency services; current diagnostic informa 
tion about these problems. 

3. Diagnostic formulation of the major psy- 
chosocial and medical disorders affecting the 
family or its members. Individual and family 
strengths that could be helpful in the treat- 
ment process were also studied and recorded, 
particularly in relation to the “key person” 
within the family, i.e., the person most likely 
to influence adaptive capacity and acceptance 
of treatment. 

4. Prognosis in relation to the major psycho- 
social and medical disorders with these and 
treatment recommendations to be evaluated at 
a later specified date. 

5. Formulation of the treatment plan, in- 
cluding the specific services recommended. 


It was from these Family Classifica- 
tion Schedules that much of the data 
presented in this report were obtained. 

Skilled use of the schedule involving 
diagnostic formulation and development 
of treatment plans will require a trained 
caseworker or the close supervision of 
such a person. Medical orientation will 
also be needed when working with indi- 
gent disabled families. Implementation 
of a majority of the treatment plans can 
be carried out by experienced public 
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welfare workers or public health nurses 
under supervision, except when the plan 
requires therapeutic casework. 


Medical Diagnostic Clinic 


This clinic was set up through ar- 
rangements with the Washington County 
Health Department and was held in the 
health center. It was staffed by quali- 
fied internists from the University of 
Maryland Medical School. (A few 
clinics were held by other internists.) 

Considerable preliminary preparation 
was carried out to insure cooperation on 
the part of physicians, agency workers, 
and families. A public health nurse, a 
consultant in mental health for the 
Health Department, who was assigned 
part-time to the project, functioned in a 
liaison capacity. All physicians were 
contacted and the purpose of the clinic 
explained. Almost all were cooperative, 
36 of 39 physicians giving blanket con- 
sent for their patients to attend the clinic. 
None objected completely. 

Agency workers familiar to the fami- 
lies contacted members and arranged 
for clinic visits according to preplanned 
schedules. Special transportation ar- 
rangements facilitated the visits. Some 
patients were apprehensive about 
whether their physicians would approve 
or whether the visit might affect their 
status as welfare recipients. In such in- 
stances physicians were asked to explain 
to the patients. The clinic physicians 
actually examined a few patients in their 
homes when they were too ill to be trans- 
ported. On the whole, the response was 
good. A total of 432 persons was ex- 
amined. This included a few nondisabled 
persons who were referred for various 
reasons and 46 who were subsequently 
dropped from sample C. In addition, 
88 children were examined at the Health 
Department pediatric clinic. Of the 482 
disabled persons in samples A, B, and 
C, 386, or 80.2 per cent, were examined 
at the diagnostic clinic. Since a number 


47 


of others were examined elsewhere, a 
relatively small proportion of these dis- 
abled persons did not receive a reason- 
ably adequate work-up. 

The clinic itself functioned in two 
stages. The patients first attended a 
preliminary or screening session at 
which a history was obtained and they 
were given a battery of tests, including 
a serological test for syphilis, hemo- 
globin determination, white cell and 
differential counts, urinalysis, a chest 
x-ray, and electrocardiogram. About 
ten days were allowed for completion of 


the reports on these tests before exami- _ 


nation by the internists. This examina- 
tion was quite exhaustive and included, 
in addition to a thorough physical ex- 
‘amination, an assessment of physical 
potentialities and limitations and recom- 
mendations as to specific treatment, 
further examinations needed, surgery if 
indicated, and so forth. 

Complete reports of the examinations 
were sent to the project office and the 
primary agency concerned with the 
family. A summarized version ‘of the 
report was sent to the family physician 
by the health officer. Patients were told 
to contact their physician concerning 
the results and recommendations. The 
liaison public health nurse, and occasion- 
ally agency workers, called and discussed 
the findings with the family physician 
to learn what his plans were to be. This 
occasionally resulted in rather touchy 
relationships, but on the whole they con- 
tinued to be quite satisfactory. 


Utility of Agency Data 


A final word may be appropriate re- 
garding the utility of data obtained from 
routine agency records in connection 
with these three main methods. 

The minimal identification and social 
data required for the Family Unit Re- 
porting System report were ordinarily 
available from all agency records. Oc- 
casional lack of information or inaccu- 


racy was within reasonable limits. Over- 
reporting of degree of disability was 
fairly frequent since agency workers had 
to use judgment, often without sufficient 
supporting information. 

Psychosocial data required by project 
caseworkers in completing the Family 
Classification Schedule were seldom au- 
tomatically available. Welfare Depart- 
ment records were geared specifically to 
the determination of eligibility and did 
not contain a great deal of social infor- 
mation. Some of the older records were 
more complete in this respect. Health 
Department records were quite complete 
if the family had been followed by a 
public health nurse or in one of the de- 
partment’s clinics. However, if the 
families were known only to the Mary- 
land Medical Care Program, very little 
social information was available. The 
Division of Vocational Rehabilitation 
records included social information 
about the patient, but not about the 
family as a whole. Information required 
was specially obtained from agency staff 
workers who often had to make special 
visits to obtain it. 

Medical data were gathered from a 
variety of sources. While the Family 
Unit Reporting System report called for 
medical diagnoses, these had to be 
limited to those routinely recorded on 
agency records. They varied greatly as 
to specificity, accuracy, completeness, 
and recency. On Welfare Department 
records they tended to be limited; on 
Health Department clinics and nursing 
records more specific and complete; on 
Vocational Rehabilitation records com- 
plete reports focused primarily on a par- 
ticular handicap. The Maryland Medi- 
cal Care Program records listed dates 
seen by a physician and the diagnosis 
for which the patient was seen. None 
of these could be counted on to give a 
comprehensive, accurate, and up-to-date 
diagnostic picture. Additional detailed 
and accurate data were obtained on a 


limited number of individuals from © 
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physicians, hospital records, and Health 
Department clinics. It was in view of 
the variability of this medical data that 
the medical diagnostic clinic was set up 
in order to have comparable, complete, 
and up-to-date information for diagnos- 
tic, treatment, and study purposes. 
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